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“* The authors have succeeded in presenting an almost complete 
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“The book is certainly comprehensive, and indeed may be 
described as complete.’’—BrRiT1sH MEDICAL JOURNAL. 
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Crown 4to. With more than 1000 illustrations in black and 
white and seven colour plates. Buckram binding. Three 
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BRONCHOSPASM AND ASTHMA 


A booklet surveying this subject, which includes 
diagrams and illustrations, has_ recently been 
published and has been sent to all members of 
the Medical Profession. You are invited to send 
for a copy should this have failed to reach you. 














‘*THE LANCET” writes (28/4/34, p. 929) :— 


“We have received a pamphlet on ‘Bronchospasm and Asthma,’ written to bring 
before the medical profession the value of Felsol in the treatment of asthmatic 
subjects. The powders can be prescribed by the medical man in accordance with 
the definite régime which he decides to adopt in the treatment of a case, the claim 
for felsol being that its administration relieves promptly the attack of asthma by 
its influence over bronchial spasm, so that only the most severe cases would require 
the injection of morphia.” 


BRITISH FELSOL COMPANY LTD. 


Telephone: Telegrams : 
oe 15, Caroline Street, London, W.C.] "0! Westeont, London 














Valentine's Meat-Juice 


For Quieting the Irritable Stomach in 
Pregnancy, for Rapidly Restoring the 
Vital Forces in Hemorrhage, for Sus- 
taining and Strengthening in Long and 
Exhausting Labor, Valentine’s Meat- 
Juice is Extensively employed in 


Obstetrical Practice. 


Dr. M. DeCristoforis, Prof. Lecturer on Midwifery 
and Gynaecology, Milan, Italy; ‘*The ge VALEN- 
TINE’S MEAT-JUICE, 





has been successfully used by me in 
a serious case of acute puerperal hemorrhage. The patient 
could take no food or drink. VALENTINE’S MEAT-JUICE 
was completely retained and restored very promptly the 
strength and the cardiac impulsion.’’ 

Dr. E. Duloroy, Physician Accoucheur to the Inter- 
national Hospi: aris, France: ‘‘A young accouchée, in 
a very weak condition and suffering from stomach trouble, 
could retain no food, but was able to assimilate VALEN- 
TINE’S MEAT-JUICE given at first in small doses. An 
improvement was quickly visible, the patient recovered 
her strength and is today in good health.’’ 


For Sale by European and American Chemists and Druggists. 


VALENTINE’S MEAT-JUICE COMPANY, 
Agi RICHMOND, VIRGINIA, U. S. A. 
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DIABETES MELLITUS 
ITS DIFFERENTIATION INTO INSULIN-SENSITIVE 
AND INSULIN-INSENSITIVE TYPES * 


By H. P. Hrmswortu, M.D., M.R.C.P. Lond. 


DEPUTY DIRECTOR OF THE MEDICAL UNIT, UNIVERSITY 
COLLEGE HOSPITAL MEDICAL SCHOOL, LONDON 


IN previous publications’ it has been shown that 
the efficiency with which insulin acts in the body 
is governed by an unknown factor or condition 
which renders the body sensitive both to injected 
and pancreatic insulin. When this sensitising factor 
is limited the efficiency with which each unit of 
insulin depresses the blood-sugar is decreased, and 
when it is abundant the efficiency of each unit is 
correspondingly increased. It can easily be seen that 
if this sensitising factor is limited beiow a certain 
degree, then the insulin in the body will be relatively 
powerless and the symptoms and signs of hypo- 
insulinism, clinically recognisable as diabetes mellitus, 
will appear. This consideration led me to suggest * ® 
that a type of diabetes mellitus might exist which 
was due, not to lack of insulin, but rather to lack of 
this sensitising factor. An investigation of cases of 
diabetic patients from this point of view was 
therefore commenced. 

At first sight the simplest method of testing this 
hypothesis would appear to be by comparing in 
different diabetic subjects the rate and extent of fall 
of the blood-sugar after a standard dose of insulin. 
Such comparison of insulin depression curves from 
diabetic patients is, however, impossible. Insulin 
depression curves are only comparable when obtained 
from one and the same subject and, even then, only 
if the initial blood-sugar values of the different 
curves are within a few mg. per 100 ¢.cm. of the 
same level.? A new test was therefore sought and 
found in the application of an observation previously 
made on animals.* If glucose and insulin are given 
simultaneously to a normal animal, then the extent 
to which the injected insulin suppresses the hyper- 
glycemia, consequent upon the administration of 
glucose, is determined by the sensitivity of the 
animal to insulin. This test has two great advantages 
over the insulin depression curve. Greater changes 
of the blood-sugar occur, and therefore minor variations 
consequent upon differences of the fasting blood- 
sugar level of the order of 50 mg. per 100 ¢.cem., may 
be disregarded ; the effect of insulin in suppressing 
hyperglycemia can be gauged by comparing the 
blood-sugar curve resulting from glucose alone with 
the curve resulting from glucose plus insulin. 

THE TEST 

The patient receives no food or insulin after supper 
the previous evening and the test is carried out next 
morning. Blood-sugar estimations are performed on 
capillary blood. Three resting samples are taken. 
The patient is given the appropriate dose of insulin 
intravenously and immediately afterwards the appro- 
priate dose of glucose to drink. A blood sample is 
taken 5 minutes after the insulin injection, the next 
at 10 minutes, and subsequent samples at intervals 
of 10 minutes until the hour is reached, and then 
two more samples at 15 minute intervals. The test 
is thus completed in 90 minutes. 


* Part of this work was done during the tenure of a Peit 
memorial research fellowship. 
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The doses of insulin and of glucose can conveniently 
be based on the surface area of the patient. The 
patient’s height and weight being known this is 
determined from the appropriate nomogram.® In 
our tests 30 grammes of glucose and 5 units of insulin 
per square metre of body surface were allowed. The 
glucose was given dissolved in half a pint of cold 
water and flavoured with citric acid and essence of 
lemon ; the insulin used, for which I am indebted to 
Dr. J. W. Trevan of the Wellcome Physiological 
Research Laboratories, was a sterile solution of 
crystalline insulin assayed at 10 units per ¢.cm. 

Various precautions are necessary to obtain satis- 
factory results. Firstly, the test must not be carried 
out if the patient shows signs of nausea or faintness. 
In these cases absorption from the stomach is delayed 
and a fallacious result obtained. Secondly, if it is 
desired to compare a series of curves, the patients 
must all be receiving diets containing approximately 
the same amount of carbohydrate, as | have previously 
shown that the insulin sensitivity of a normal subject 
is determined by the amount of carbohydrate 
utilised. In the case of diabetics care should be 
taken that sugar is not being excreted in the urine 
in such amounts as to reduce materially the carbo- 
hydrate supply of the body. Thirdly, conditions of 
exercise will very probably affect the test. This 
factor did not apply in my cases, as all the subjects 
were hospital in-patients and advantage was taken of 
this fact to perform the test under ** basal conditions.” 


RESULTS 

The work had not proceeded far before it became 
clear that by means of this test diabetics can be 
differentiated into two types: those in whom the 
injected insulin produces an immediate suppression 
of the hyperglycemia which normally follows ingestion 
of glucose alone ; and those in whom the insulin has 
little or no effect in suppressing this hyperglycemia. 
In Fig. 1 a typical curve from each type of patient 
is shown. In patient I. the insulin has had little 
effect, whilst in patient I]. not only has the hyper- 
glycemia been suppressed but an actual depression of 
the blood-sugar level has been produced. Patient | 
is insulin-insensitive ; patient II. is insulin-sensitive. 
Point is lent to these results when it is noted that 
patient I. passed only small amounts of sugar when 
receiving 20 units of insulin a day, whilst patient IT. 
required 95 units of insulin a day to keep her sugar- 
free. Reference to the curves marked “ capillary 
blood” in Fig. 2 show that in patient III., who is 
insulin-insensitive, there is very little difference 
between the curve after glucose alone (III. A) and the 
curve after giving the same dose of glucose and in 
addition insulin (III.B), whilst the capillary blood 
curves for the insulin-sensitive patient IV. differ 
widely when in one case only glucose is administered 
(LV. A), and in the second glucose and insulin (IV. B). 

It may here be noted that the curve in healthy 
subjects approximates to that of the insulin-sensitive 
diabetics.2 The curve obtained in this type of 
patient (II. and LV.) thus appears capable of easy 
explanation as being the result of normal insulin 
action. 

The curve in the _ insulin-insensitive patients 
(I. and III.) is more difficult to explain. Three 
distinct possibilities offer themselves: (i) the liver 
may be pouring so much sugar into the blood that 
the effect of the injected insulin is swamped ; (ii) the 
liver may be incapable of storing the ingested sugar ; 
(ili) the characteristic action of insulin in promoting 
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storage of blood-sugar in the ‘peripheral tissues may 
be unable to manifest itself. -The first two possibilities 
involve the portal system, the third the peripheral 
tissues. If now it is possible to compare the removal 
of sugar by the peripheral tissues, firstly, when 
glucose is given alone, and secondly, when glucose 
is given along with insulin, the site of the functional 
derangement can be localised either to the periphery 
or to the portal system. This can be done by measur- 
ing the sugar content of the blood entering a limb 
and the sugar content of the blood leaving the limb. 

I have shown that capillary blood taken from the 
warm ear has approximately the same sugar content 
as arterial blood, and also that venous blood specimens 
taken under identical conditions from the same half 
inch of vein in all tests on the same subject give 
a reliable if only relative indication of the sugar 
content of the blood leaving the limb.* By per- 
forming simultaneous curves on capillary and venous 
blood (A.V. curves) after ingestion of glucose and 
after glucose and insulin, and comparing the size of 
the capillary venous blood difference (A.V. difference), 
a rough estimation can be made of the extent to 
which insulin promotes peripheral storage in a 
particular case. In the normal subject the giving of 
insulin along with glucose results in a tremendous 
increase in the A.V. difference as compared with the 
increase of A.V. difference after glucose alone.? This 
increase is so great as to be quite outside the limits 
of experi- 
mental error. 
A.V. curves 
were, there- 
fore, per- 
formed on 
both insulin - 
sensitive and 
insulin-insensi - 
tive diabetics. 
The results 
are shown in 
Fig. 2. 

In the insu- 
} lin-sensitive 
patient IV. 

— insulin had the 
ys normal effect 
/ | of greatly aug- 
| menting the 
7 A.V. difference 
after glucose. 
Up to 60 min- 
utes the area 
enclosed be- 
| L tween the 
50 70 90 10 capillary and 
in Minutes venous blood- 
sugar curves of 
curve IV.B, as 
compared with 
curve IV.A, in- 
creased by 120 
per cent. 

In the insu- 
lin - insensitive 
patient the 
effect is quite 
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FIG. 1.—Simultaneous glucose and insulin 
test. Capillary blood-sugar curves. 
Patient I.—Insulin-insensitive. Woman, 
aged 60, on a diet of 1500 calories 
containing carbohydrate 150 g., protein 
80 g., fat 66 g., and 35 units of in- 
sulin daily. Passing small amounts of 
sugar. 
Received 7°3 units of insulin intra- 
venously and 43°8 g. of glucose orally. 
Fasting blood-sugar 208 mg./100 c.cm. 
Patient 1I1.,—Insulin-sensitive. Woman, 
aged 21, o0n a diet of 2000 calories 
containing carbohydrate 208 g., protein 


80 g., fat 94 g., and 95 units of insulin different On 

daily. Sugar-free. No hypoglycemic “7 

attacks. comparing 
Received 7 units of insulin intravenously eyrye III.A 
and 41 of glucose orally. Fasting y 
blood-sugar 244 mg./100 c.em. (glucose alone) 
The curves have been charted soasto with curve 


start at the same resting blood-sugar 
level. 


III.B (glucose 


+ insulin), it will be seen that the insulin has resulted 
m little or no increase of A.V. differenée. By actual 
measurement of the areas enclosed between the 
capillary and venous blood-sugar curves the increase 
is found to be the negligible figure of 9 per cent. 

It may thus be seen that, in the insulin-insensitive 
diabetic, insulin is unable to exert its characteristic 
action of effecting the transference of sugar from the 
blood to ‘the’ peripheral tissues; that even if the 
insulin-insensitive patient possessed a normal supply 
of pancreatic insulin such insulin would be unable to 
act efficiently and the patient would be diabetic. On 
the other hand, it is seen that in the insulin-sensitive 
diabetic insulin is able to act, that the giving of this 
substance produces a normal reaction, and that, 
therefore, if these diabetics had a greater supply of 
pancreatic insulin, they would show no signs of 
diabetes mellitus. 

It therefore appears that in _ insulin-sensitive 
diabetics the disease is due to deficiency of insulin, 
whilst in insulin-insensitive patients diabetes mellitus 
results, not from lack of insulin, but from lack of an 
unknown factor which renders the body sensitive to 
insulin. 

CLINICAL OBSERVATIONS 

Sufficient data have not yet been accumulated to 
permit a precise correlation between the clinical 
findings and the type of diabetes mellitus as revealed 
by the glucose-insulin test. But enough observations 
have been made to allow certain tentative opinions 
to be expressed. 

A general relationship appears to exist between the 
type of onset of the disease and the type of diabetes. 
The onset in insulin-sensitive patients is as a rule 
acute ; the onset in insulin-insensitive patients is 
insidious. For example, in the insulin-sensitive 
patient II. (a girl aged 21), the diabetes mellitus 
appeared with intense symptoms, and within 48 hours 
the patient was in coma; in the insulin-sensitive 
patient 1V., a man aged 48, the disease came on 
suddenly in December, 1930 ; in the insulin-insensitive 
patient I., a woman aged 60, the patient developed 
vulvitis without symptoms of thirst or polyuria, the 
urine was tested and sugar was found; and in the 
insulin-insensitive patient III., a man aged 60, 
sugar was discovered fortuitously at a life insurance 
examination seven years ago, but none of the classical 
symptoms of diabetes mellitus have ever been noted 
and no therapeutic measures were taken until he 
developed first an external rectus and later a facial 
nerve palsy. The insulin-insensitive type is more 
common in but not confined to the elderly, whilst 
the insulin-sensitive type is commoner in the young. 
As diabetes mellitus becomes more frequent with 
increasing age it would appear probable—and my 
experience so far supports this deduction—that the 
commonest type of diabetes mellitus will eventually 
prove to be that which is not essentially due to 
insulin deficiency. 

A further observation concerns the different reaction 
of the two types to change in the carbohydrate 
content of the diet. When high carbohydrate diets 
were first introduced the claim was made that the 
carbohydrate content of the diabetic’s diet could be 
raised from the 50g., then orthodox, to 200g. 
without necessitating any increase in insulin dosage.” 
It has been my experience that in many cases this 
claim is true, but it has been denied by other observers. 
The differentiation of diabetics into insulin-sensitive 
and insulin-insensitive types seems to provide the 
key to the discrepancy. In the cases examined so far 
it appears that insulin-sensitive diabetics will tolerate 
large increases of carbohydrate in the diet with little 
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or no increase in the amount of insulin required to 
keep the urine sugar-free ; insulin-insensitive patients, 
on the other hand, pass sugar after only small 
increases in dietetic carbohydrate. For example, 
patient I. was always sugar-free when taking a diet 
containing 67g. of carbohydrate and 20 units of 
insulin a day. Increase of the carbohydrate to 148 g., 
whilst keeping the calorie value of the diet the same, 
resulted in profuse glycosuria which was not controlled 
by 35 units of insulin a day. On admission, 
patient II., who was insulin-sensitive, was receiving 
a diet containing 65g. of carbohydrate and was 
taking 45 units of insulin a day. Her physician had 
been quite unable to balance her, she was extremely 
wasted, and her urine contained sugar and ketones 
in large quantities. She was given a diet containing 
200 g. of carbohydrate a day and rendered sugar- 
free with 95 units of insulin daily. After ten days of 
complete control, in which no hypoglycemic attacks 
occurred, she was given an equicaloric diet containing 
320 g. of carbohydrate. Glycosuria did not appear 
and some days later the insulin dose had to be 
reduced because of hypoglycemic attacks. 

It thus appears that the differentiation of diabetics 
into insulin-sensitive and insulin-insensitive types by 
means of the insulin-glucose test may prove to be of 
considerable practical importance as offering a means 
by which the appropriate diet can be chosen for the 
particular case. It is hoped that other observers 
will attempt to arrive at an opinion on this point. 
One thing, however, I would make clear. The 
observation that on a low carbohydrate diet a 
particular diabetic requires least insulin is no proof 
that the diet is the optimum from the point of view 
of the preservation of his health. 


DISCUSSION 

I have said that I think it probable that in those 
cases of diabetes mellitus which are insulin-sensitive 
the cause of the disease is deficiency of insulin, whilst 
in those cases which are insulin-insensitive the 
cause of the disease is not lack of insulin, but the 
restriction, to a greater or less degree, of an unknown 
sensitising factor. In previous publications I have 
communicated the results of work on healthy men 
and animals which demonstrated the existence of a 
factor rendering the body sensitive to insulin.‘ > 
It is of interest to inquire whether it is the restriction 
of this same factor demonstrable in healthy subjects 
which is responsible for the insulin insensitivity of 
a type of diabetes. 

A characteristic of the insulin-sensitising factor 
of normal people is that the quantity of it present 
in the tissues at any time is determined by the amount 
of carbohydrate in the diet. When more carbo- 
hydrate is given to a healthy subject the body reacts 
by rendering itself more sensitive to insulin. Now 
it has been shown in the previous section that when 
more carbohydrate is given to an insulin-sensitive 
diabetic the insulin requirement does not increase 
and glycosuria does not appear. I have shown 
elsewhere * that this apparent increase in efficiency 
of the injected insulin can satisfactorily be explained 
on the basis that these patients react to the increased 
amount of dietary carbohydrate by becoming more 
sensitive to the injected insulin. But in the case of 
the insulin-insensitive diabetic increased intake of 
carbohydrate results in glycosuria and consequent 
increased insulin requirement. Thus, these patients 
are abnormal in being unable to react to increase in 
dietary carbohydrate by increase in their sensitivity 
to insulin. It appears, therefore, justifiable to regard 
the insulin-insensitive type of diabetes as being due 
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FIG. 2.—Simultaneous glucose and insulin test. Simultaneous 
capillary and venous blood-sugar curves (A.V. curves). 
Patient I11.—I\nsulin-insensitive. Man, aged 61. 

Curve IIla.—53 g. of glucose by mouth. testing 
capillary blood-sugar 149 mg./100 c.cm., venous 
blood-sugar 147 mg. 

Curve IIl1lb.—53 g. of glucose by mouth immediately 
preceded by 88 units of insulin intravenously. 
Resting capillary blood-sugar 141 mg., venous 
blood-sugar 139 mg. 

Receiving a diet of 1570 calories containing carbohydrate 
210 g., protein 70 g., fat 60 g. forthe previous ten months, 
Insulin dosage raised steadily until,on admission to hos- 
pital, was receiving 85 units ofinsulin. This was inade- 
quate. Every specimen of urine passed gave a complete 
reduction of Benedict’s solution, and no hypoglycemic 
attacks occurred. 

Patient I1V.—Insulin-sensitive. Man aged 48 

Curve IVa.—*50 g. of glucose by mouth. Resting 
capillary blood-sugar 152 mg., venous blood-sugar 
147 mg. 

Curve IVb.—50 ge. of glucose by mouth and 5 units 
of insulin intravenously. testing capillary blood- 
sugar 171 mg., venous blood-sugar 169 meg. 

Receiving a diet of 2493 calories containing carbohydrate 
238 g., protein 102 g., fat 115 g., and 20 units of insulin 
a day. Consistently sugar-free 
* These doses of insulin and glucose were chosen before the 
scheme of dosage based on surface area was adopted. The dose 
on surface area would have been 58 g. of glucose and 9°7 units 
of insulin. 


to lack of that same unknown factor which in the 
normal subject produces sensitivity to insulin. 

On the balance of the evidence available I have 
suggested that this insulin-sensitising factor is an 
activator of insulin,'* but as yet there is no incon- 
trovertible evidence whether the unknown is a factor, 
in the sense of being a definite substance, or a condi- 
tion of the tissues in general which facilitates the 
action of insulin. It will be seen, however, that the 
nature of the unknown “ insulin-sensitising factor ”’ 
must be such that it is intimately concerned with the 
action of insulin and that its restriction will result 
in rendering a proportionate amount of the available 
insulin powerless. 

The term insulin insensitivity has been used in 
preference to the term insulin resistance for two 
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reasons. Firstly, because in my investigations into 
the variations of insulin sensitivity in normal subjects 
I have seen no evidence of any factor which 
antagonises or resists the action of insulin itself, but 
only evidence indicating the presence of a factor which 
is complementary to insulin. Secondly, because 
the term insulin resistance has already been used 
with two different meanings.'° In one sense it 
appears to mean simply that the patient requires 
more insulin to produce hypoglycemic symptoms 
than the physician expected. In the other sense 
it refers to those rare cases in which enormous doses 
of insulin, such as 1600 units a day, are insufficient 
to prevent the patient developing and dying in diabetic 
coma.!! 12 These latter cases cannot be explained 
on the basis of lack of insulin, but I would suggest 
that they can be explained on the basis of extreme 
deficiency of the insulin-sensitising factor. 


SUMMARY 


It is shown that two different types of disease 
can be distinguished as causing the symptom-complex 
of diabetes mellitus. One, the insulin-sensitive type, 
appears to be caused by deficiency of insulin; the 
other, the insulin-insensitive type, is apparently due 
not to lack of insulin, but to lack of an unknown factor 
which sensitises the body to insulin. A test for 
distinguishing these two types of diabetes mellitus 
is described. The appropriate dietetic treatment 
of the two diseases may differ. 


ADDENDUM 


Since this paper was written I have read a publi- 
cation by Boller and Uiberrack in the Falta-festschrift 
(Wien. Arch. f. inn. Med., 1935, xxvii., 75) which 
bears on these results. These workers chose diabetics 
of two types: those who required less insulin than 
was estimated to produce hypoglycemic attacks, the 
**insulin-sensitive ’’ group, and those who required 
more insulin than was expected, the ‘“ insulin- 
resistant ’’ group. Amongst the different experiments 
performed one series is relevant to this paper. 
Insulin was injected and some hours later when 
hypoglycemic symptoms appeared glucose was given 
by mouth. In the ‘‘insulin-sensitive”’ group the 
oral glucose resulted in a smaller hyperglycemia 
than in the “‘ insulin-resistant ” group. The authors 
explain their results by the varying sensitivity, in the 
two types of case, of the mechanism which causes 
liberation of sugar into the blood stream. As my 
results show, this cannot be the explanation ; for 
the difference is due not to swamping of insulin 
action by pouring of sugar into the blood, but to 
deficient removal of blood-sugar due to inefficient 
insulin action. Their results, however, are of 
importance as showing that the type I have called 
insulin-sensitive easily develops hypoglyczemic symp- 
tomas, whilst the type named _ insulin-insensitive 
develops these symptoms with difficulty. 
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CARCINOMA OF THE CSOPHAGUS 


THE QUESTION OF ITS TREATMENT BY 
SURGERY 


By G. GREY TURNER, M.S., F.R.C.S. 
(Bradshaw Lecture concluded from p. 72) 


(sophagectomy 

It may be taken as an axiom that it is not practical 
to excise a sufficient length of the m@sophagus for 
sancer and to make a union in situ, for the ends 
cannot be opposed without tension if more than 
4cm. is removed. This amount would not be 
sufficient for the eradication of any malignant 
neoplasm likely to be met with. A study of cancer 
of the wsophagus and its mode of spread shows that 
we must excise not only a sufficiency of healthy 
tube on either side of the growth, but as much extra 
esophageal tissue as possible. Most growths are 
from 1 to 3 in. in length and because of the tendency 
to spread up and down under the mucosa, at least 
1} in. and better 2 in. should be removed beyond the 
margin of the growth on either side. In other words, 
it is essential to remove a large section of the aso- 
phagus if the ablation is to hold out any prospect of 
eradicating the disease. Many growths are of such 
longitudinal length that nothing short of removal of 
the whole csophagus can hold out any chance of 
success and any more limited excision is bound to 
be attended by recurrence. If these requirements 
are admitted, then it can only be in a few cases of 
carcinoma of the lower end that a direct anastomosis 
can be made between the mobilised stomach or the 
small bowel by the abdominal or abdomino-pleural 
route. Even if it is justifiable to contemplate this 
plan, it must be realised that the actual junction will 
have to be made to that part of the cwsophagus 
where its blood-supply is the most precarious. In 
most cases when this has been attempted there has 
been leakage at the suture line. 

Some of the operations for excision of the cso- 
phagus which have been recommended and which 
are freely illustrated in books must be looked upon 
as largely armchair exploits and doomed to failure 
in practice. This especially applies to those methods 
which must rely for their success on the isolation 
of a considerable area of the esophagus, which is 
thus denuded of its blood-supply at the part which 
is to be anastomosed to the stomach. Similarly 
those procedures which depend for their success on 
the displacement of a large part of the stomach into 
the chest have not been successful, largely because 
of the failure of the blood-supply of the displaced 
viscus. After all, the one essential is to remove the 
growth as completely and widely as possible and 
without reference to the repair of the cwsophagus. 
If the patient can be safely piloted over this ordeal, 
the restoration of the power of swallowing need not 
present an insuperable problem. 

There can be no doubt that in many cases in the 
past the real difficulty has been that associated with 
the exposure of such a deep-seated organ. In recent 
times however, since the practical methods of 
approach have been better understood, I think one 
may say that what has defeated our efforts on most 
occasions has been the comparatively advanced 
stage at which the patients reach us. As a rule it 
is possible to determine the presence of distant 
dissemination, but our methods of assessing the 
local extension of many of the growths have not 
been sufficiently helpful and definite to enable us 
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to say at what stage local fixation by extension of 
the growth has gone too far for possible removal. 

Another great difficulty has been the question of 
infection of the cellular tissue. In my own 
some of the deaths have been due to technical errors 
which could be avoided. When I first contemplated 
the possibility of removing growths by the * pull- 
through’? method, my principal concern was the 
question of hemorrhage, and that still remains a 
main consideration. Though it may not be serious 
as borne out by several cases, including the one 
completely successful issue, one must admit that 
in those that have died this factor has sometimes 
played a considerable part. 


Cases 


CHOICE OF 
As the result of the considerations which I have 
put before you I have formulated certain definite 
though admittedly tentative conclusions for my own 
guidance. If in a case of known cancer of this tube 
there is no evidence to show that there is already 
dissemination and nothing to suggest that local 
fixation is well marked, then I would undertake 
operative measures for its removal. 
There are many successful cases on record of exci- 
sion of malignant growths of the cervical esophagus 
with restoration by plastic reconstruction with skin 
flaps. Most of these have really been growths of the 
lowest part of the pharynx and commencement of 
the wsophagus. The results have sometimes been 
very wonderful and encouraging, and the methods 
employed are now established surgical procedures. 
But I have only in mind growths which are strictly 
in the @sophagus at the root of the neck. In such 


METHOD 


eases the growth usually extends below the level 
of the manubrium in such a way that it is not pos- 
sible to remove it with a sufficient margin of healthy 


tissue on either side and at the same time to make 
a plastic restoration. The problem is therefore the 
same as in connexion with the growths in the posterior 
mediastinum. When the growth is in the upper 2 or 
3 inches the approach should be from the neck in 
the first instance. Ifit can be separated all round with 
the finger, then I should be prepared to pursue this 
as far down as it could be conveniently reached from 
the neck. If it were possible to ligature or to clamp 
the wsophagus well below the growth, then I should 
cut it across and bring the upper end out on to the 
chest wall as I have already described. If divided 
by the cautery or divided and thoroughly carbolised 
and bipped, the lower end of the @sophagus may be 
relied upon to look after itself and probably the 
upper part of its bed would become safely obliterated. 

If the growth is situated in the lower 2 or 3 inches, 
then the approach should be from the abdomen. 
If the growth could be separated all round and the 
lower part of the esophagus mobilised, then I would 
suggest that the case is worth the complete ‘ pull- 
through *’ operation, and I would endeavour to carry 
out extirpation by that means. If, on the other 
hand, the growth was situated in the middle of the 
thoracic cesophagus, then my present view would 
be in favour of either the *‘ pull-through’’ method 
or a combined posterior mediastinal and transpleural 
exposure, completing the procedure as in the successful 
case operated upon by Torek. The lower part of the 
csophagus divided not less than two inches below the 
growth is left behind. 

In deciding the route to be employed in any con- 
templated excision the type and build of the patient 
must be taken into consideration. Those of short 
stature, even though the chest is voluminous, have 
shorter esophageal tunnels than others, and condi- 
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tions are still more favourable if there is marked 
kyphosis. In such subjects it is possible to make 
the fingers meet in the tunnel when passed from 
the neck and the abdomen. For the same sort of 
reason those who are rather tall and slight present 
a much easier problem for the transpleural approach. 
The type of costal angle gives a very good indication 
of these anatomical differences. 


SELECTION AND PREPARATION OF 


It will be well in considering this matter to be 
guided more by the vigour, physique, and especially 
courage of the patients, than merely by terms of 
years. It is most important that these patients 
should have a great desire for food and an ardent 
wish to have the power of swallowing restored. 
Above all, I think it is important that they should 
have proved that they are suffering from a mechanical 
disability rather than absorption or cachexia, as 
shown by the fact of their great and striking improve- 
ment after gastrostomy or jejunostomy. I should 
just like to say that I believe the majority of patients 
with gastrostomy will recover better in their own 
homes. In hospitals the routine of feeding may be 
quite in keeping with physiological requirements, but 
it takes little note of those psychological factors 
concerned in digestion and nutrition. At their own 
homes the patients may find it easier to establish 
a régime which will satisfy both requirements, and 
as a result it is often found that they do better in 
these circumstances. 

The question of the preliminary collapse of one or 
other lung is very important, but so far as this step 
is concerned I am prepared to occupy a position of 
suspense. In my completely successful case I con- 
templated collapsing the left lung, thinking that any 
injury to the pleura was most likely to occur on that 
side. As a matter of fact it was well that I did not 
do so, for it was the right pleura which happened to 
be opened at the operation. At the same time | 
certainly think that if it is proposed to adopt the 
transthoracic route, then it would probably be wise 
to have the corresponding lung collapsed as a pre- 
liminary. The mere opening of the pleura need not 
in itself be serious, and, in fact, I know from actual 
experience that both sacs may be opened without 
any positive pressure arrangements and the patient 
may easily survive the accident. But there is another 
reason why it is most important that the pleura 
should be preserved intact if possible, and that is so 
that hemorrhage may be circumscribed by the intact 
cesophageal tunnel. I believe that when the pleura 
is opened it is much more likely that bleeding will 
continue after the m@sophagus has been separated 
from its bed, and in several cases I have been struck 
by the ameunt of blood which may be found in the 
pleural sacs in these circumstances. 


PATIENTS 


Operative Details 

“There is a time and a way in which all things can be 
done; none shorter For all noble 
things, the time is long and the way rude "— John 
Ruskin. 

The story of the introduction of the * pull-through ” 
or collo-abdominal method was related in my Bigelow 
lecture in 1931, and it is not necessary to repeat it 
here. Suffice it to say that the first ‘* pull-through ” 
operation was completed in December, 1927. Having 
been fortunate enough to carry the method to a 
successful issue in one case and to have come very 
near success in others, one feels that it may now 
be looked upon as a surgical procedure which is, at 
least, provocative of serious consideration, When 


none smoother. 
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called upon to repeat that operation, I would incor- 
porate the following modifications :— 


(a) A better approach from the neck to be obtained by 
the excision of the inner half of the clavicle. 

(6) Taking much more care to distend the cellular 
tissue by injection and to carry out the enucleation with 
especial gentleness and deliberation. 

(c) The completion of the removal by drawing the 
cesophagus up into the neck, rather than downwards into 
the abdomen. 

(d) Allowing the msophagus, withdrawn from its bed, 
to lie free on the front of the chest until such time as the 
cellular tissue spaces of the neck and thorax are safely 
shut off. 

(e) Taking more active steps to combat hemorrhage 
and delayed shock. 


To gain access to the upper mediastinum the removal 
of the inner half of the clavicle is of great assistance. 
This step was suggested by a study of a preparation 
of the inlet of the thorax given me by Sir James 
Berry. I first employed the method in carrying out 
exploration of a growth of the upper part of the 
@sophagus, and it proved so helpful that I have 
continued to use it. Still further room may be 
obtained by cutting away the upper left corner of 
the manubrium sterni, but I have not usually found 
this to be necessary. The removal of so much of the 
clavicle does not appear to interfere materially with 
the usefulness of the arm. The idea underlying the 
second modification has been mentioned in the 
section on anatomy, and I feel sure it has been helpful. 
The withdrawal of the esophagus upwards seems to 
have the advantage that it is but retracing the steps 
imposed upon it in the process of development, 
and, moreover, vessels and nerve-fibres are more 
likely to separate easily and tear, if pulled against 
the direction in which they normally grow. Further, 
this upward withdrawal greatly facilitates the next 
modification of importance, for it is desirable to 
have as long a portion of esophagus as possible to 
bring out of the wound. The idea of allowing the 
esophagus to lie well out of the wound until such 
time as the cellular tissue is shut off is thoroughly 
sound and practical; moreover it is in keeping 
with the known success of the two-stage method 
of dealing with pharyngeal diverticula. I first 
thought of and noted this plan in January of 1931 
and yet, so treacherous is memory, that it was 
subsequently overlooked in two cases which I always 
believe would very probably have recovered had it 
been adopted. 


The last modification is almost self-evident, but I 
venture to think it is of first moment. There is so 
great a risk of reactionary or recurrent hemorrhage 
that every means possible should be taken to anti- 
cipate its onset, and for this purpose most careful 
hemostasis at the time of operation and early hemo- 
static blood transfusion are essential. If it is not 
justifiable to regard the growth as early and probably 
free from fixation, it would be wiser to adopt Torek’s 
approach so that the exact condition could be inves- 
tigated under the guidance of the eye before any 
attempt was made at removal. By this plan even 
pleura adherent to the growth might be excised, and 
very careful and deliberate separation can be carried 
out and more care exercised in the control of bleeding. 
In these operations the hemorrhage is mostly venous 
and can be controlled by very light pressure, and if 
the pleura is not opened there is much likelihood of 
it being spontaneously arrested. Should it be too 
free, as shown by its escape from the tunnel into 
the abdomen or the neck, it may be controlled by 
temporarily inserting a gauze strand, taking the 
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greatest of care not to damage the pleura during 
its introduction. Snake venom as a hemostatic may 
also prove valuable; I have not as yet employed 
it. Another plan, which I have contemplated, 
is to introduce a rubber tampon made of the large 
size colotomy tubing. This could be drawn into 
the abdomen from the neck or vice versa, a stiff 
wsophagus tube being used as a pilot. The colotomy 
tubing would be introduced in the collapsed state 
and inflated with air or hot fluid when in situ. 
Having served its purpose, the tampon could be 
gradually deflated and withdrawn a little at a time 
in order to allow the empty tunnel to collapse. 


Review of Lessons Learnt 


It is very surprising how few of the patients have 
actually died as the immediate result of the opera- 
tion. This has only been the case in one patient, an 
example of a posterior mediastinal removal in which 
the patient succumbed before leaving the theatre, 
but that was an advance case in which the growth 
was very adherent and had to be peeled off the aorta. 
As a rule the patients have left the operating table 
in wonderfully good condition, and in many of them 
the condition for several hours, that is to say until 
some other and secondary changes have taken place, 
has not given rise to anxiety. Some of the opera- 
tions have really been of great magnitude, and one 
would have expected them to be attended or followed 
by great shock. In the patient who completely 
recovered the operation took 1 hour and 40 minutes, 
and was very well borne. In a recent case, a not 
robust old lady of 75, the operation lasted the same 
length of time. The csophagus was exposed by the 
transthoracic route and the growth removed (Fig. 3), 
but both the neck and the abdomen had to be opened 
to remove either end. 
In spite of so severe an 
ordeal the general con- 
dition was wonderful 
throughout, and she 
returned to the ward 
in what was considered 
to be good condition. 


Any operation des- 
tined to remove an 
organ like the csopha- 
gus is in itself a very 
major proceeding which 
must be a severe tax 
on elderly people whose 
nutrition has been seri- 
ously imperilled before 
the operation is under- 
taken. Most deaths 
have occurred within 
12 to 24 hours, and the 
inclination is to put 
them down to delayed 
shock, but the autopsy 
usually furnishes 
another explanation, 
In four cases of collo- 
abdominal removal, in 
which a post-mortem 
examination was made, 
the pleura was torn on 
both sides in one and 
on the left in the others, 
with hemorrhage into 
the pleural cavity in all. 
This bleeding was of 








FIG. 3.—Well-developed carci- 
noma, with only four months’ 
history, removed by trans- 
thoracic route, 
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variable quantity and was undoubtedly often 
exaggerated in amount by admixture with pleural 
exudation, but in each case I was satisfied that the 
amount was enough to contribute largely to, if not 
to explain, the fatal result. Bleeding has never been 
alarming at the time of the operation, but it probably 
slowly continues for some hours after the inter- 
ference, so that the 
patients may be 
said to run the risk 
of bleeding to death 
into their own 
pleural cavities. In 
the cases in which 
a transpleural 
approach has been 
used there was also 
bleeding into the 
pleural cavities, 
despite the fact that 
in these patients the 
operation was con- 
ducted under the 
guidance of the eye 
and no _ obviously 
bleeding points were 
ljeft unattended. 
One can only con- 
clude that there is 
a risk of continued 
oozing, and _ that 
when the pleura 
remains intact it is 
restrained by the 
confines of the tun- 
nel. Even when the 
pleura is not torn 
there is usually 
some retropleural 
hemorrhage, but it 
has never been 
great in amount and 
I have never seen 
anything more than 
a localised hama- 
toma. In no case 
has there been any 
considerable hemor- 
rhage into the peri- 
toneal cavity, prob- 
ably because of the 
close of the abdomi- 
nal hiatus. This is 
brought about by stitching the left lobe of the liver 
over the aperture or packing the lower end of the 
tunnel with omentum. 


of the cesophagus by the 


trouble. 


In an endeavour to guard against injury to the pleura 
I have injected quantities of weak local anxwesthetic into 
the cellular tissue surrounding the wsophagus with the 
idea that the bulk of fluid would push aside the serous 
membrane and would also open up the cellular spaces, 
thus making separation easier and facilitating the removal 
of the csophagus, while reducing traumatism to the 


minimum, If it was known to have occurred, then the 
most important factor in reducing any evil results is 
probably the complete expansion of the lung. 


In those cases that survived the first 24 hours, 
death was due to sepsis in some form. In no case 
was there an acute spreading mediastinitis, but in 
two there was a low form of infection. The three 
cases that lived 7 days, 8 weeks, and 9 days respec- 
tively were most instructive, for in each there was 
the most wonderful evidence of repair of the media- 


CARC 


FIG. 4.—The parts removed from a patient who died nine days after excision 
** pull-through ”’ 
beautifully demarcated, and there is no evidence of spreading inflammatory 
The inset shows the upper aperture from the front. 
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stinal tunnel. 
these 


The main features of the first two of 
were described in a discussion at the 
toyal Society of Medicine in December, 1933.4 <A 
more recent case operated upon at the Hammersmith 
Hospital was equally instructive and encouraging 
and for our purpose more useful, as I am able to 
show you the parts (Fig. 4). 


cases 


The patient was a 
man, 60 years of age, 
who was admitted to 
hospital with only 
two months’ history 
of difficulty in 
lowing. 


swal 
Investigation 
disclosed an occluding 
growth opposite the 
fourth dorsal verte- 
bra. It was removed 
by the collo-abdo 
method with 
out any special diffi 
culty By a most 
unhappy 
which I shall always 
regret the cesophagus 
was cut too short in 
the neck. As a result 
its lower edge separ- 
ated from the skin 
and retracted expos- 
ing the cellular tissue 
deep in the neck to 
infection from saliva, 
&c. All our efforts to 
control the 
of this disaster 
of no avail. The 
wound in the neck 
further separated and 
left the entrance to 
the mediastinum 
widely 
Saliva and discharge 
found their way 


minal 


mischance 


ravages 
were 


exposed, 


into 
the cesophageal bed, 
and ounces of 
infected fluid were 
sucked up from this 
pocket several times 
a day. As a result 
his condition deteri- 
orated and the gas 
trostomy began to 
leak. This was re- 
paired, but nutrition 
was too much under- 


some 


method. The “ tunnel” is 


mined and death oc- 
curred on the ninth 
day following’ the 
operation. An examination after death showed bilateral 
broncho-pneumonia with old healed fibrocaseous tubercle 
of the right lung. The bed from which the cesophagus 
had been removed was safely sealed at its lower end, and 
for the rest was beautifully shut off by organisation of 
its wall. The latter was smooth and regular and covered 
with small healthy granulations. It was an example of 
perfect preparation for healing and a wonderful exhibition 
of what nature can do. Although the cavity had been 
flooded with infected material for at least a week there 
was no evidence of any active infection whatever, and on 
microscopical examination very few organisms could be 
found. 

The naked-eye appearances were confirmed by the 
microscope, and sections made from the upper end of the 
esophageal tunnel showed a typical layer of granulation 
tissue with fibroblastic proliferation and an infiltration 
with macrophages, but very few polynuclears. One 
vessel in the deeper part showed endarteritis. Staining 
showed some Gram-negative cocci limited to the surface 
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c2 





134 THE LANCET] 


layer. At the lower end of the tunnel the section showed 
an essentially similar picture, only here the tissue was 
looser and the limits of the area of granulations less 
distinct, The surface also showed a thick layer of fibrin 
but no organisms were seen. 


This risk of infection of the upper part of the 
esophageal tunnel can 
probably be avoided by 
deferring the actual ex- 
cision of the cesophagus 
until some days after 
its enucleation. The 
use of B.I.P.P. may also 
be of some little help ; 
it is smeared over the 
end of the cut cesopha- 
gus before it is with- 
drawn and is rubbed 
into the walls of either 
end of the tunnel. 

During the process 
of separation of the 
esophagus and during 
its actual removal, great 
care must be taken not 
to tear it, and complete 
mobilisation must pre- 
cede any traction. In- 
stead of pullmg on the 
extremity of the cso- 
phagus, it should be 
grasped with sponge 
handles, the surgeon 
changing the hold of 
the forceps in order to 
get nearer and nearer 
to the site of any 
remaining attachment. 
When the time for the 
attempt at removal of 
the msophagus arrives, 
the presence of the 
gastrostomy is often an 
embarrassment, and in 
two of the cases it 
undoubtedly contri- 
buted to the fatal result. 
In order to expose the 
diaphragmatic hiatus it 
is essential that the 
stomach should be free, 
so that it can be drawn 
down and to the right 
in order to put the 
abdominal part of the 
esophagus on the 
stretch. In order to per- 
mit of the free handling 
of the stomach it has 
sometimes been neces- 
sary to separate it from the parietes and to re-attach 
the gastrostomy opening as a last stage in the 
operation or to remake the gastrostomy. 

Although I do not think that patients thrive as 
well on jejunostomy feeding as when fed directly 
into the stomach, still I am persuaded that jejuno- 
stomy would be an advantage in many ways. It was 
very satisfactory in the case in which I had to remove 
the whole stomach with the csophagus and in 
another case of total gastrectomy. I am hoping that 
some day we will get these cases at so early a 
stage that neither preliminary gastrostomy nor 
jejunostomy will be necessary. 


months (see text). 
the small bowel 
the dermal tube. 


is well seen. 
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FIG. 5.—Antethoracic cesophagus which had functioned for eleven of 
The junction between the dermal tube and 
Inset shows the inner aspect of 
The only area of recurrent growth is shown 
on the back of the cardiac part of the stomach, 
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An Improvised sophagus 
“ Nothin’s finished till it’s done.”—Mrs. Jorrocks. 
As a commentary on the subject will you forgive 
me if I merely mention the case in which I was able 
to complete the excision by the ‘ pull-through ”’ 
method and to restore 
the function of swallow- 
ing by the construction 
of a new csophagus. 
A short account of this 
case has already been 
published.’ This man 
went along quite hap- 
pily until eighteen 
months after the prim- 
ary operation when he 
commenced to lose 
ground until he died a 
month later from ne- 
phritis. An examination 
of the body did not 
disclose any very ob- 
vious signs of recurrence 
of the growth. There 
was a small mass in 
the cardiac end of the 
stomach about two 
inches away from the 
situation of the normal 
esophageal opening, 
and on _ section this 
showed histological 
characters of a type 
similar to the original 
growth. The new ceso- 
phagus shows a beauti- 
ful wide tube with an 
average diameter of one 
inch (Fig. 5). The wall 
of the new csophagus 
is smooth, and there is 
no sign of irritation or 
suspicion of ulceration. 
The junction between 
the skin and the intes- 
tine is almost imper- 
ceptible and just as 
smooth and nice as in 
an old gastro-enteros- 
tomy. The interior of 
the dermal tube has a 
curious ringed appear- 
ance, rather suggestive 
the inside of the 
trachea. There are a 
few long hairs growing 
into the lumen but 
certainly not in excess. 
Histological examina- 
tion reveals no striking changes in the skin in spite 
of its adaptation to a new function. 
Iam glad to have this opportunity of acknowledging 
the help of my colleagues of the British Postgraduate 
Medical School and the Hammersmith Hospital. 


* THE LANCET, 1933, ii., 1315, and 1934, ii., 1293. 
toy. Soc. Med., 1934, xxvii., 355. 
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AN EMBRYOLOGICAL INTERPRETATION OF 
CHANGES INDUCED BY (STROGENS 
IN THE MALE REPRODUCTIVE TRACT 
By 8. ZucKEeRMAN, D.Se. Lond., M.R.C.S. Eng. 
BEIT MEMORIAL RESEARCH FELLOW 
(From the Department of Human Anatomy, Oxford) 


RECENT investigations on rats, mice, and monkeys 
indicate that changes induced by oestrone in the 
epithelium of the male reproductive tract may throw 
light on the «etiology of senile enlargement of the 
prostate in man. The morphological basis of the 
experimental response is thus a matter of the highest 
importance. Burrows,! following Lacassagne,? sug- 
gests that Miillerian epithelium enters into the forma- 
tion of those organs (in particular the different 
lobes of the prostate) which in the male rodent respond 
to estrone. This hypothesis, which immediately 
relates the effects of oestrone in the male to those 
produced by the hormone in the female (whose 
definitive reproductive tract is generally assumed to 
derive entirely from the Miillerian ducts) fails to 
account, however, for changes which cstrone occa- 
sions in parts of the male reproductive tract that 
undoubtedly are not related embryologically to the 
Miillerian ducts—e.g., in the rat, the entire urethra.! 
Unfortunately, too little is known of the develop- 
ment of rats and mice to allow even moderate 
certainty to embryological interpretations of the 
responses of the male to cestrone, while the homo- 
logical relations of the rodent and human repro- 
ductive tracts are too speculative for comparative 
anatomical interpretations, 

Facts derived from corresponding studies of 
monkeys are not subject to as many limitations, 
and they point to a more fruitful hypothesis, the 
gist of which is that oestrogens act specifically not 
only on Millerian epithelium, but also on epithelium 
of the urogenital sinus. Many of the responses of the 
male become understandable in terms of this latter fact. 

OBSERVATIONS ON MONKEYS 

Apart from general fibromuscular growth in the 
stroma of both the prostate and the seminal vesicles, 
a response which can reasonably be regarded as an 
undifferentiated effect of estrogens on tissues derived 
from the mesoderm of the genital cord, the con- 
spicuous internal changes produced by cestrone in 
the reproductive tract of male monkeys are limited 
to the epithelium of the urethra and of the uterus 
masculinus (utriculus prostaticus). Of nine monkeys 
thus far tested,’ two (Cebus fatuellus and Hapale 
jacchus) showed no utricular response ; one (Presbytis 
entellus) showed disorganised glandular hyperplasia 
of a utricle which normally comprises a regular 
system of tubular glands; and the remaining six, 
of which the best known is Macaca mulatta, the rhesus 
monkey, presented a utricular response essentially 
the same as that of the vagina to oestrone, the utricle 
becoming greatly distended and lined by a much 
stratified and desquamating epithelium. This type 
of utricular response is identical with the urethral 
response in those species in which the urethra is 
affected. In no case was the upper urethra respon- 
sive to ostrone; the sensitive region under the 
conditions of the present series of experiments 
extended from the region of the utricular opening 
to the urethral meatus. The upper insensitive 
section of the urethra arises with the bladder from 
the part of the ventral division of the entodermal 
cloaca lying above the opening of the Miillerian ducts, 
and it may include some epithelial remnants of the 
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Wolffian ducts, whose definitive openings are at the 
same level as the Miillerian.4 

The uterus masculinus, like the vagina, is com- 
monly believed to develop from the terminal part 
of the Millerian ducts; histological difficulties, 
however, have obscured the picture of the actual 
embryological process. The view that unchanged 
Miillerian epithelium is responsible for the vaginal 
epithelium in man is not generally accepted. Alter- 
native descriptions are that epithelium of the primi- 
tive urogenital sinus, into which the Miillerian ducts 
open, either partly,® or entirely,® replaces that of 
the Millerian primordium of the vagina. It is 
reasonable to suppose that a corresponding process 
could oceur in the male homologue derived from the 
distal part of the Miillerian ducts—i.e., the uterus 
masculinus—and histological evidence provided by 
some anomalous prostates from rhesus monkeys, 
that will be presented in detail elsewhere, favours the 
view that in this species sinus epithelium does in 
fact extend along and replace the Miillerian epithe- 
lium that forms the groundwork of the utricle. Far 
stronger support for this interpretation is provided 
by endocrinological evidence, not only from the 
rhesus but also from other species of monkey, for 
in them the vaginal and utricular response to cestrone 
is essentially similar to that of tissue undoubtedly 
derived from the epithelium of the urogenital sinus 
i.e., in the female the epithelium of the vestibule, 
and in the male that of the urethra as far up as the 
opening of the utricle (which represents the external 
opening of the primitive Millerian ducts). The 
facts thus suggest that in these species of monkey, 
the male cestrogenetic responses under consideration 
do not fundamentally represent the responses to 
cestrogens of Millerian epithelium, but of epithelium 
derived from the primitive urogenital sinus. Sinus 
epithelium reacts in essentially the same way as 
true ectodermal epithelium (see below), and although 
the epithelium of the urogenital sinus is generally 
regarded as being entodermal in origin, there is an 
alternative view, which has not been disproved, that 
ectoderm plays a large part in its formation (see 
Frazer,? p. 432). The embryological topographical 
connexion between the urogenital sinus (as part of 
the original cloaca) and the primitive streak, the 
sinus’s great sensitivity to oestrogens, and the primi- 
tive streak’s capacity to elaborate organising sub- 
stances, are facts which assume a related interest in 
view of the presumed chemical relationship between 
organising substances and oestrogens.® 

The cestrogen-sensitive epithelium of the monkey 
is not limited to tissues derived from the urogenital 
sinus, but in many species extends for varying dis- 
tances from the external genitalia to form a ‘* sexual 
skin,”’ a circumgenital area of surface skin which 
becomes highly coloured, thickens, and may even 
swell in response to cstrone. Although not so pro- 
nounced, the external epidermal growth is funda- 
mentally the same, and may be regarded as part 
of the same process, as the more centrally occurring 
stratification of sinus epithelium; the external 
reactive area is the peripheral part of the total 
cestrogen-sensitive epithelial zone. If the extent of 
this zone in the female of a species is regarded as a 
species index of epithelial sensitivity to oestrone. an 
explanation is forthcoming for the fact that strati- 
fication of the male urethral epithelium in response 
to costrone failed to occur in all species tested. In 
males, in which stratification did not oceur, the 
corresponding females have no external sexual skin ; 
in species in which the female has a sexual skin, 
stratification of the male urethral epithelium occurred. 
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IMPLICATIONS 

The general hypothesis outlined here suggests that 
epithelial structures in whose development cestrogen- 
sensitive sinus epithelium has played a part should 
be expected to react when adequately exposed to 
the action of oestrogens. In the rhesus monkey, the 
urethral openings of the prostatic glands, which 
presumably give the topographical relations of the 
embryonic prostatic tubules, are placed almost 
entirely in the uppermost part of the region of the 
urethra which responds to cstrone. Nevertheless, 
only the proximal parts of the collecting tubules, 
and not the glands themselves, reacted in two monkeys 
of this species which were injected for 70 and 90 days 
respectively. It is possible that the glandular epi- 
thelium and the sinus epithelium, from which the 
glands arise, react differently owing to differential 
specialisation during development. On the other 
hand, it should be noted that the prostatic tubules 
of the mouse react only after very prolonged cestrone 
administration,! and it may also be remarked that 
true prostatic epithelium did show signs of reacting 
in two other species of monkey (Cercopithecus mona 
and ©. @thiops sabeus) after as little as two weeks’ 
treatment. It is also of interest that one part of 
the human prostate, the posterior lobe, arises entirely 
from tubules which develop distal to the openings 
of the Miillerian and Wolffian ducts,® and by analogy 
with the rhesus monkey, from the region of the 
urethra most sensitive to cstrogens. In view of the 
prevailing belief in the close chemical relationship of 
cestrogens and some carcinogens,!® it is therefore 
significant that although primary carcinoma may 
occasionally begin anywhere in an otherwise normal 
prostate," it commonly starts in the posterior lobe. 

A useful extension of the present hypothesis which 
should be mentioned here is that in species in which 
the uterus masculinus is an organ composed of a 
system of tubular glands only—e.g., man and Pres- 
bytis entellus—and in which it does not respond to 
cestrogens by epithelial stratification such as occurs 
in the rhesus monkey, the utricular epithelium 
represents Miilleriar epithelium unchanged by epithe- 
lium of the urogenital sinus. There is some evidence, 
as yet unpublished, that the small columnar-celled 
glands occasionally found in the hydatid of Morgagni, 
the male rudiment of the cranial end of the Millerian 
duct, develop and become distended in monkeys 
under the influence of cestrone; whether or not 
tubular glands derived from the terminal part of 
the duct would behave as uterine glands under the 
same conditions is at present a matter for conjecture. 
This problem has been considered elsewhere from 
the point of view of its possible bearing on the 
etiology of senile hyperplasia of the prostate.!* 

The detailed data supporting the working hypo- 
thesis put forward here will be submitted for 
publication in the near future. 
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THE TREATMENT OF 
CARCINOMA OF THE COLON * 


By H. H. Rayner, M.B. Vict., F.R.C.S. Eng. 


SURGEON TO THE MANCHESTER ROYAL INFIRMARY AND CONSULTING 
SURGEON TO THE MANCHESTER CHILDREN’S HOSPITAL 


Tue factors which govern our treatment of this 
grave disease are so numerous, yet so variable in 
their incidence and importance, that the problem 
of treatment differs greatly between one case and 
another. Personal experience then is apt to be an 
imperfect guide to the surgeon, and for that reason 
there are few subjects so worthy of discussion at a 
meeting of surgeons. 


Preliminary Treatment of the Intestinal 
Obstruction 


The large majority of patients when first seen by 
the surgeon are suffering from some degree of intes- 
tinal obstruction, and in a@ considerable proportion 
of these the obstruction is complete or acute and of 
several days’ duration. It is one of the axioms of 
abdominal surgery that complete obstruction caused 
by colonic cancer must be relieved by simple drainage 
of the colon above the obstruction and that no 
attempt must be made to deal with the causative 
disease until the ohstruction has been relieved and 
the patient has received the full benefit of preliminary 
drainage of the colon. The operation of ce#costomy 
has for many years been that most commonly em- 
ployed for this purpose, for it has the merit of being 
applicable to every case irrespective of the site of 
the growth if we exclude the cecum and ileocecal 
orifice. It is clear that cecostomy is not the ideal 
operation for the relief of obstruction in the distal 
colon; but it works sufficiently well, for it can be 
depended upon to save the patient’s life from the 
immediate threat of death from intestinal obstruc- 
tion, and it is easy and safe to perform considering 
the circumstances. Above all, it leaves the field for 
the later operation of resection undisturbed and the 
surgeon unhampered. The choice of operation for 
this preliminary drainage is of the greatest import- 
ance; if the surgeon in his desire to achieve the 
ideal performs a colostomy near the obstruction he 
may later bitterly regret his choice. There is some 
divergence of opinion whether, in these cases of com- 
plete obstruction, the surgeon should proceed at 
once to perform a cecostomy through an incision 
directly over the viscus, or whether he should first 
explore the abdomen through a paramedian incision 
and then, unless the information he has thus obtained 
suggests a more effective operation, go on to perform 
a@ cecostomy.. 

There is room for both procedures, but personally 
I have a strong preference for an exploratory laparo- 
tomy unless the condition of the patient is desperate 
and makes the use of local anzsthesia highly desirable. 
If a spinal anesthetic is to be employed—and this I 
believe to be the best for the great majority of these 
patients—then the duration of the anzsthesia will 
suffice for exploration and cxecostomy and the com- 
plete relaxation obtained by this method will allow 
a gentle but efficient exploration and an easy closure 
of the incision. 

The advantages of the exploratory incision are 
several. (1) The diagnosis of colonic obstruction can 


*A paper read before the Manchester Surgical Society on 
Dec. 3rd, 1935. 
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be verified; there can be no risk of overlooking 
obstruction in the lower small intestine. (2) The 
information to be obtained about the site of the 
growth, its extent and connexions, the presence of 
metastases in the liver, enables one to decide whether 
cecostomy is the best operation under the parti- 
cular circumstances and on one’s plans for the resection 
of the growth at a later date. An opaque enema 
examination, after recovery from the preliminary 
operation, will not give us all this necessary informa- 
tion. (3) If cxcostomy is decided upon the explora- 
tory incision will often help us to perform this opera- 
tion much more easily than could be done through a 
limited incision directly over the cxcum for blind 
cecostomy is sometimes a very difficult operation. 

Cxcostomy was performed on 28 of my patients 
and in 20 of these at the close of an exploratory 
laparotomy. Of these 20 one died; in this patient 
compression of the excal pouch (the ce#cum had 
been brought up to the skin) by the parietal muscles 
obstructed the outlet and the recognition of this 
was too tardy to save life. In one of the 20 blind 
cxcostomy had been attempted, but an exploratory 
incision was necessary to expose and deliver the 
cecum through the iliac incision. In the other 
8 patients a blind cxcostomy was performed, and 
of these also one died ; strictly speaking, this death 
did not follow a blind cxcostomy, but was due to 
my inability to perform it owing to the high position 
of the cecum and extreme distension of small intes- 
tine. Rather than make an exploratory incision 
which would have allowed me the valuable alternative 
of a colostomy of the transverse colon (always an 
operation to keep in mind in the presence of pelvic 
colon obstruction—the site of the disease in this 
patient) I performed a Witzel’s enterostomy of the 
terminal ileum which failed to give the patient more 
than very temporary relief. 


Removal of the Growth and Adjacent Portions 
of the Colon 


The patient should by preparatory treatment be 
made as fit as the circumstances allow to undergo 
this. Sometimes much can be done to reduce the 
degree of chronic intestinal obstruction, from which 
the patient in great probability suffers, by a fluid but 
nourishing diet, the judicious administration of 
liquid paraffin, Epsom salts, and small doses of 
morphia. During this preparatory treatment a 
systematic examination, including an opaque enema 
examination, will have revealed the position of the 
growth. If the patient has had complete obstruction 
then his preparatory treatment will have been 
facilitated by the drainage of the colon which the 
cxcostomy has secured, and by irrigation of the colon 
through the cx#costomy during the three or four days 
preceding the operation of resection. At this opera- 
tion, presuming there is no contra-indication to 
resection, there are in principle two methods open 
to us: (a) resection and immediate union of the two 
ends by suture anastomosis, and (b) resection without 
immediate union. The bowel ends are brought up 
to the surface of the abdominal wound and continuity 
between these is later established by the enterotome 
as in Paul’s operation and its modern counterpart, 
obstructive resection. 

RESECTION WITH IMMEDIATE UNION 

Probably most of us have performed resection 
and immediate anastomosis of the ends of the colon, 
even in the presence of a moderate degree of intes- 
tinal obstruction, without the safeguard provided 
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by a preliminary c#costomy, and have had many 
gratifying successes from this procedure ; but col- 
lective experience shows that such a method entails 
an unnecessary degree of risk and it should therefore 
only be practised under very exceptional conditions, 
including that of great skill and experience on the 
part of the surgeon. Resection and suture anasto- 
mosis should only be practised after a preliminary 
cxecostomy or some other type of proximal drainage, 
even though the growth may have caused little or 
no obstruction in the colon. The cxcostomy may 
be performed at the same time the resection 
operation, but to me this does not seem as sound a 
proceeding as the performance of a cxcostomy two 
weeks before the resection. When the growth to be 
resected is in the pelvic colon then an additional 
safeguard is the passage of a wide-bore rubber tube 
up the anus to a point in the colon several inches 
above the anastomosis, 

This principle of proximal drainage before resection 
and anastomosis modified in the treatment of 
growths in the c#cum and proximal colon. Here 
the orthodox method of operation in two stages, 
first lateral anastomosis between terminal ileum and 
transverse colon, or, as advised by Rankin,! implan- 
tation of the end of ileum into the side of the colon, 
and then, some two weeks later, resection of the 
short-circuited bowel holding the growth, gives 
excellent results. Wakeley and Rutherford * recorded 
14 such operations in series without a death. My 
only criticisms of the procedure are that both stages 
of the operation are serious ones, for in both the 
colonic lumen is opened and sutured, and then the 
second stage may be troublesome on account of 
plastic adhesions around the anastomosis. 


as 


is 


RESECTION WITHOUT IMMEDIATE UNION 

The second method, that in which after resection 
of the growth the bowel ends are brought up to the 
abdominal wound for restoration of continuity at a 
later date, was first described by F. T. Paul * forty 
years ago. During the past twenty-five years the 
great improvements in technique of intestinal surgery 
have led to the pretty general adoption of resection 
and immediate suture anastomosis as the method 
of choice, and Paul’s method has taken a place 
second to this and as one to be employed under 
exceptional circumstances. In recent years, however, 
there has been a distinct movement to revive Paul's 
method with improvements in technique under the 
term ‘‘ obstructive resection.” For those who may 
not be familiar with this method the following brief 
description is intended. 

The length of colon to be resected is determined ; 
its mesenteric attachments are divided as to 
allow removal of a maximum amount of mesenteric 
tissue ; above and below the colon must be exten- 
sively mobilised so as to allow the bowel ends to 
be brought up to the abdominal wound without 
tension, yet without sacrificing the thoroughness of 
the resection. Two crushing clamps (Schoemaker 
pattern) are then applied, about 4 inch apart across 
the upper limit of the loop to be resected and two 
across the lower limit. (Fig. 1.) The 
now completed by dividing the bowel with the 
cautery between each pair of clamps. The posterior 
peritoneal gap is repaired, and then the two limbs 
of the bowel are tacked together by the finest catgut 
sutures over a length of 3—4 inches from the clamps 
so as to produce the familiar double-barrelled gun 
arrangement. The bowel ends each firmly in the 
grasp of a crushing clamp are brought out through 
the abdominal wound which is closed snugly around 
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them. The skin edges around the emerging bowel 
should be sutured to the bowel wall at a few points 
in order to cover over the raw area and to prevent 
premature retraction. (Fig. 2.) The crushing 
clamps are removed on the third day and an entero- 
tome is introduced then or on the following day to 
a depth corresponding to the length of coaptation 
of the two limbs of bowel. (Fig. 3.) The enterotome 
should at first be screwed just tightly enough to 
afford a firm grip of the partition, and is gradually 
tightened up during the next two days. A lengthy 
communication between the two limbs of the colon 
is crushed out in six or seven days and usually a 
natural bowel action through the rectum follows 
within a day or two. The fecal fistula that remains 
tends to shrink and the amount of fecal discharge 
to diminish ; the operator may close the fistula by 
an extraperitoneal operation at his own discretion. 

This method may be employed for the resection 
of any part of the colon except of course the lower 
pelvic colon, for here the lower stump of bowel is 
too short to allow of its being brought up to the 
abdominal wound. Difficulty too will be experienced 
at the upper end of the pelvic colon, particularly in 
stout patients, for the absence of a proper mesentery 
to the iliac and descending colon may limit the length 
of the upper stump and tension or insufficient length 
of resection must not be tolerated as a means .of 
securing coaptation of the two limbs of bowel. Under 
these circumstances either the ends of the bowel 
should be brought out of the wound without attempt- 
ting to coapt them, and later, when the bowel is 
healthy and the patient is in good condition, the 
ends can be united by intraperitoneal suture, or the 
abdominal wound should be prolonged to allow of 
resection of the descending colon and splenic flexure 
in order that the transverse colon may be utilised 
as the upper limb in the wound. Obstructive resec- 
tion can be used very satisfactorily for cancer in the 
proximal colon. 

I have performed by this method right hemi- 
colectomy in 8 patients without a death or serious 
complication ; the discharge of ileal contents on to 
the abdominal wall for some two weeks after the 
operation may seem a serious objection to the method 
in this situation but in practice I have seen no harm 
result from this and the inconvenience is no greater 
than that after an open cecostomy. Obviously this 
method should not be practised on a_ patient 
suffering from a complete or acute obstruction, 
but it may properly .be performed after a _pre- 
liminary cxcostomy, distasteful as it may seem to 
inflict for a time two separate fecal fistule on the 
patient. It may be employed in patients suffering 
from chronic intestinal obstruction without pre- 
liminary csecostomy, and in these the colonic contents 
should be displaced from above downwards into the 
loop to be resected before the application of the 
upper crushing clamps, or, if this is insufficient to 
relieve the loaded colon, then after completion of 
the operation and protection of the wound the clamp 
can be removed from the upper limb of bowel and a 
tube tied into the end. To facilitate this the upper 
limb should be arranged to project 2 or 3 inches 
beyond the surface of the abdomen ; this loop with 
its attached tube can then pass through the dressings 
and fastenings. Lahey * applies this method of 
securing immediate drainage of the proximal intes- 
tine to resection of the right colon in the presence 
of intestinal obstruction and I am satisfied that the 
method is a valuable one under these conditions, 
and is always practicable because the upper limb is 
obtained from the terminal ileum. 
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The following advantages of obstructive resection 
will be readily appreciated. 

1. The operation is much shorter in duration and easier. 
This is a substantial merit if the patient is a stout person 
whose colon is difficult of access and whose mesenteries 
are heavily fat laden. Under such conditions resection 
and anastomosis is a long and laborious operation and is 
often followed by severe shock ; the operator too is tempted 
to hurry over the resection stage because of the amount 
of work that still remains to be done. In the obstructive 
method, as Devine > points out, almost the whole of the 
operator’s time and care are spent on the essential part 
of the operation—the complete removal of the malignant 
growth and its connexions. For these reasons the method 
should always be employed when the resection is a 
complicated one involving other viscera or the parietes. 

2. The operation with ordinary care is an aseptic one, 
and the operator cannot fail to be struck by the clinical 
evidence of this. 


THE METHODS COMPARED 


How do these methods compare, and why has 
Paul's method in a modified form been revived ? 
Resection and suture anastomosis at its best gives 
a very good result with a shorter and pleasanter 
convalescence than the obstructive method with its 
fecal fistula and the secondary operation for the 
closure of this. The fundamental objection to suture 
anastomosis after resection is the high mortality 
and morbidity-rate which it entails in the hands of 
most surgeons. To quote from my own experience— 
in 39 operations of resection and anastomosis there 
were 9 deaths (21 per cent.), and amongst the patients 
who recovered there were several whose convalescence 
was marred and protracted by wound suppuration, 
fecal fistula, and illnesses arising from these com- 
plications. In 30 consecutive resections performed 
by obstructive resection there were 3 deaths (10 per 
cent.), and very few complications of any kind 
amongst the patients who recovered. 

I do not attach much importance just to the 
contrast between the two mortality-rates for each 
series is a small one; but a consideration of the 
modes of death and of the difference in the con- 
valescence after the two methods, in conjunction 
with the contrast in mortality-rate, does suggest 











FIG. 1.—Obstructive resection. Division of colon with cautery 
between crushing clamps. 


that obstructive resection is a valuable method, and 
one always to keep in mind at least as an alternative 
to resection anastomosis. 


Of the 9 deaths in the resection anastomosis series, 2 
occurred within two days of the operation and were plainly 
due to the severity of this; both patients were stout and 
had deep abdomens and in | a previous colostomy near the 
growth increased the magnitude of the operation. The 
other 7 all made good recoveries from the operation and 
made satisfactory progress for at least four days; after 
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that time relapses occurred, sometimes sudden in onset 
with severe abdominal pain and rapid collapse—plainly 
due to gross leakage at the anastomosis—in others less 
sudden with rise of pulse-rate and temperature, abdominal 
discomfort evidence of wound infection, and later fecal 
discharge and progressive cardiac muscle failure. 

Of the 3 deaths after the obstructive method 2 were 
caused by acute intestinal obstruction beginning three or 
four days after operation ; in one of these a large portion 
of the anterior abdominal wall had been removed with the 
growth and probably the small intestine became adherent 
to the raw area which inevitably resulted; in the other, 
obstruction was due to the small intestine becoming 
trapped in the foramen created by bringing up the stumps 
of the pelvic colon to a left iliac incision. The third death 
was due to faulty application of the enterotome which 
was screwed up much too tightly when first inserted. 
Severe abdominal pain and collapse followed in a few 
hours, but as the patient was known to have gross 
metastases in the liver no further operative interference 
was attempted. 


The 3 deaths after Paul’s operation do not seem 
to me to be due to defects inherent in the method, 
whereas the 9 deaths and the protracted con- 
valescences in some of the survivors after suture 
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FIG. 2 —Obstructive resection. Coaptation of terminal limbs 
of colon by sutures : ends of colon, each in grasp of a crushing 
clamp, fixed in abdominal wound. 

anastomosis can hardly be dismissed as due to avoid- 

able or very unusual causes. Seven of these deaths were 

unmistakably due to leakage or gross infection at 
the anastomosis, and in view of the interval of time 

(four days at least) between the operation and the 

onset of the first symptom, it may be inferred that 

the infection originated within the bowel and travelled 
through anastomotic margins devitalised by suturing. 

The risk of infection and leakage at the anasto- 
mosis, after the mechanical support of the sutures 
has ceased to be effective, remains inherent in all 
suture anastomoses of a functioning colon; parti- 
cularly so in cancerous obstruction, for here the 
bowel wall in the vicinity of the growth is infected 
and the stagnant fecal contents are abnormally 
virulent in their toxicity. A proximal fistula (ca@cos- 
tomy) will by diverting a portion of the fecal stream 
and flatus relieve the anastomosis of some of the 
strain to which otherwise it would be subject, and 
by allowing the means for a previous cleansing of 
the colon will have reduced the toxicity of the con- 
tents, but the extent of this relief in any particular 
case is uncertain and cannot be depended upon to 
abolish the risk of infection and breakdown of the 
anastomosis. 


Resection of Growths in the Lower Pelvic 
Colon 
In the lower pelvic colon, after an adequate resec- 
tion of the growth, the lower stump is too short to 
permit of a reliable suture anastomosis and obstruc- 
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FIG. 3 Obstructive resection. Re-establishment of continuity 
of colon by crushing intervening bowel walls with enterotome. 


tive resection is still less practicable. A large number 
of operations have been devised to meet the problem ; 
some of these are chiefly noteworthy as tributes to 
the endurance of the human species. I shall mention 
four: the first two are suitable for growths at or 
near the pelvirectal junction, one of them entailing 
a permanent colostomy, while the other does not ; 
the second two are suitable for growths a few inches 
above the pelvirectal junction, and of these again 
only one entails a permanent colostomy. 


1. Abdomino-perineal excision of the rectum.—A well- 
established operation the merits of which it is unnecessary 
to describe. 


2. Abdomino-anal excision of the rectum in which the 


stump of the pelvic colon is pulled through the anal 
sphincters—after removal of the rectum and the mucosa 
of the anal canal—to the site of the anal orifice. A 
description of this operation, as performed by Prof. 
Sebrecht, of Bruges, was given by me at a recent meeting 
of the proctological section of the Royal Society of Medicine*® 
and was severely criticised on the ground that it entailed 
a serious risk of sloughing in the transplanted colon, 


3. Anterior or intraperitoneal resection of the rectum.— 
In this operation after the necessary resection of bowel 
the stump of the rectum is invaginated, dropped into the 
bottom of the pelvis,and is covered over by suturing the 
gap in the peritoneal floor of the pelvis. The end of the 
pelvic colon is brought out through a small left iliac 
incision as a terminal colostomy. This operation, though 
a very safe one, is open to the criticism that the patient 
is left with an intact but functionless sphincter mechanism 
around the anal canal. 

4. The Rutherford Morison type of operation in which a 
direct union between the open ends of the pelvic colon 
and the stump of the rectum is effected over a wide bore 
tube. One end of the tube must be secured in the end of 
the pelvic colon by a transfixion ligature and the other 
end is passed into the rectum through the anus, where it is 
drawn down by an assistant. Continuity of the bowel 
ends can now be restored by invagination and sutures, 

Before undertaking either of the two operations which 
aim at reconstruction of the rectum—the abdomino- 
anal and the Rutherford Morison types—the surgeon 
will be well advised to carry out a colostomy of the 
transverse colon some three or four weeks previously. 
The colostomy should be of the Sistrunk type, in 
which the ends of the colon are completely separated 
by a bridge of skin. I began to perform such a 
colostomy in this connexion 34 years ago and have 
never since omitted to do it before attempting recon- 
structive operations on the lower pelvic colon and 
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rectum. Devine’ has described and advocated a 
colostomy of the transverse colon as an essential 
preparatory measure to all anastomosis operations 
on the lower pelvic colon, and the surgeon who is 
unaware of the value of this step should acquaint 
himself with Devine’s convincing article on the 
subject. A colostomy of the transverse colon in 
which the ends are effectively divorced prevents 
fecal material entering the colon distal to the colos- 
tomy; by daily irrigation it allows the removal of 
fecal material already present and the cleansing of 
the colonic mucosa; further, it puts the distal 
colon entirely out of action until complete healing 
of the transplanted bowel has taken place. It can 
be easily closed afterwards by the enterotome. 

The danger of all anastomosis operations in this 
region is that of sloughing of the bowel, and this is 
due to the combined effects of infection from the 
fecal traftic and impairment of blood-supply from 
suturing and encroachments on the mesentery ; 
remove the infective element entirely and the impair- 
ment of blood-supply loses most, if not all, of its 
terrors for the surgeon. 
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THE PRODUCTION OF A 
NEUROTROPIC STRAIN OF RIFT 
VALLEY FEVER VIRUS 


By R. D. Mackenzirz, M.B., F.R.C.P. Edin. 
AND 
G. M. Finptay, C.B.E., M.D., D.Se. Edin. 


(From the Wellcome Bureau of Scientific Research, London) 


Since Pasteur first showed that the street virus of 
rabies can be altered by continued passage in the 
brain of the rabbit, much evidence has accumulated 
to show that other viruses may be experimentally 
modified by changing the substrate on which they 
grow. Thus, Theiler (1930) found that the virus 
of yellow fever was modified by passage in the brains 
of mice, and that eventually its capacity to produce 
viscerotropic lesions in rhesus monkeys was practically 
abolished. Nieschulz (1932) and Alexander (1933) 
similarly produced a neurotropic strain of horse- 
sickness virus by repeated mouse brain passage. 
These efforts at modifying the characteristics of 
viruses involved the use of an animal which is not 
normally susceptible to the ordinary strain of the 
virus. Recently, however, Findlay and Stern (1935) 
have shown that it is possible temporarily to inhibit 
certain virus activities by means of the protective 
action of immune serum. When rhesus monkeys 
were injected intraperitoneally with yellow fever 
immune serum, before inoculating the ordinary 
yellow fever virus intracerebrally, it was found that 
the animals died, not with necrosis of the liver, but 
from encephalomyelitis, thus demonstrating the 
essential neurotropism of the yellow fever virus. 
In view of the result obtained in yellow fever, it 
appeared not improbable that a similar method might 
reveal a neurotropic activity in certain viruses, which 


so far had shown only viscerotropic characters. 
Further, it seemed possible that intensive passage 
under these conditions might result in the production 
of a neurotropic fixed virus variant. 

In the present communication the results are 
recorded of applying this experimental procedure 
to the virus of Rift Valley fever. 


THE VIRUS 


Before describing the production of a neurotropic 
strain of Rift Valley fever virus, it may be of interest 
very briefly to recall the main facts in regard to the 
ordinary or viscerotropic strain. The virus was 
first isolated by Daubney, Hudson, and Garnham 
(1931) in Kenya where it caused a great mortality 
of ewes and lambs; it was also found to be patho- 
genic for man, producing a dengue-like disease, but 
without any rash, Findlay and Daubney (1931) 
showed that mice and other small rodents are 
particularly susceptible to the virus, since they die 
with widespread necrosis of the liver a few days after 
inoculation, while rhesus and other monkeys develop 
a non-fatal febrile reaction, not unlike that seen in 
man, associated with focal necrosis of the liver 
(Findlay 1931-32 and 1932-33). The virus has 
now been maintained for nearly five years under 
laboratory conditions, and during this period has 
never shown any signs of neurotropic activity ; it 
has maintained unimpaired its pathogenicity both 
for men and mice. In the latter species, an intra- 
peritoneal inoculation of 0-2 c.cm. of a liver suspension 
diluted 10°° or 107° is almost always fatal. Death 
with liver necrosis also follows intracerebral or 
intranasal inoculation. 

THE NEUROTROPIC STRAIN 

Despite the great susceptibility of mice to the 
ordinary or viscerotropic strain of the virus, it has 
proved comparatively easy to produce a neurotropic 
strain in this species, the technique employed being 
based on that used by Findlay and Stern (1935) 
in the case of the yellow fever virus. Mice were first 
injected intraperitoneally with human immune serum 
derived from a recent laboratory infection. Fifteen 
minutes later they were inoculated intracerebrally 
with 0-03¢.cm. of blood from a mouse dying of 
Rift Valley fever. In the case of the first transfers 
the mice were killed 2—3 days after inoculation when 
the infected brain tissue was passaged. Later the 
mice were allowed to develop nervous symptoms, 
which usually came on 3-5 days after intracerebral 
inoculation and consisted of paresis of the hind and 
fore legs, circular turning movements and epileptiform 
crises. One strain which has passed through more 
than thirty intracerebral passages shows all the 
features of a fixed neurotropic variant. The symptoms 
exhibited by the mice have all been referable to the 
central nervous system, while the lesions present have 
been those characteristic of a meningoencephalo- 
myelitis, destruction of neurones, perivascular infiltra- 
tion, with slight involvement of the meninges, and 
occasionally extensive necrosis of the brain substance. 
in certain nerve-cells intranuclear inclusions have 
been found, very similar to those produced by the 
neurotropic strain of yellow fever virus. In the 
sarlier passages, in addition to these nervous changes, 
certain mice exhibited small areas of focal necrosis 
in the liver, though the widespread damage character- 
istic of the viscerotropic strain was absent ; haemor- 
rhage in the stomach was not found. In later 
passages, the lesions are confined to the central 
nervous system. After intraperitoneal inoculation 
of the neurotropic strain, the virus circulates in the 
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blood stream for a few days, then tends to localise 
in the spleen. Quite frequently, however, and 
certainly more often than is the case with neurotropic 
yellow fever virus, adult mice inoculated intra- 
peritoneally have developed nervous symptoms. 
Intraperitoneal inoculation accompanied by cerebral 
trauma localises the virus in the brain as in the 
case of yellow fever. Intranasal instillation of the 
neurotropic virus in mice is also followed by the 
development of encephalitis. 

Rats, field voles (Microtus agrestis), and ferrets 
have developed encephalitic symptoms after inocula- 
tion with the neurotropic strain of Rift Valley fever 
virus 

When rhesus monkeys are inoculated with the 
viscerotropic strain of Rift Valley fever virus, whether 
by the intraperitoneal, intracerebral, or intranasal 
route, they have never developed anything more 
than a short febrile reaction, and histologically have 
merely exhibited focal necrosis of the liver. When, 
however, they are inoculated intracerebrally with the 
neurotropic strain, death has invariably resulted with 
the symptoms and lesions of encephalitis. The same 
result has been obtained after intranasal instillation. 
If the virus has been inoculated intraperitoneally 
without cerebral trauma, ro reaction has occurred, 
though immunity has subsequently developed ; when, 
however, an intracerebral injection of starch has 
accompanied the intraperitoneal inoculation, 
encephalomyelitis, as in the case of mice, has followed. 

The pathogenicity of the virus for monkeys is 
thus decreased when the intraperitoneal route of 
inoculation is alone employed, but increased when 
the virus is given the opportunity of obtaining 
access to nervous tissue. 

The reaction of sheep and lambs to the neuro- 
tropic strain of Rift Valley fever virus is at present 
under investigation. 


SUMMARY AND CONCLUSIONS 


A neurotropic strain of Rift Valley fever virus has 
been produced in the mouse. After more than 30 
passages, it has become “fixed” for nervous tissue 
and when inoculated intracerebrally it always 
produces encephalomyelitis in mice with an absence 
of liver necrosis. 

Rhesus monkeys also succumb to encephalo- 
myelitis when inoculated intracerebrally or intra- 
nasally with the neurotropic strain of Rift Valley 
fever virus. When inoculated intraperitoneally they 
exhibit only a very slight febrile reaction unless the 
central nervous system is at the same time 
traumatised ; they then develop encephalitis. 

The production of a neurotropic form of Rift 
Valley fever virus in a highly susceptible animal, 
by means of the restraining action of immune serum, 
opens up the possibility of producing similar variants 
in the case of a number of other viruses. It also 
offers a possible explanation of the occurrence of 
nervous sequel# in certain virus infections which 
do not ordinarily involve the central nervous system. 
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AN OPERATION FOR HYPOSPADIAS 


By Denis Browne, F.R.C.S. Eng. 
SURGEON TO THE HOSPITAL FOR SICK CHILDREN, GREAT 
ORMOND-STREET, LONDON 


IN common with many others, I got my first 
understanding of hypospadias and my first successes 
in its treatment by follow:ng the teaching of Edmunds. 
For the first time he described the separate elements 
of the deformity, gave rational ways of overcoming 
them, and convincing proof that these ways could 
be successful. I think, however, that I am _ not 
alone in finding two objections to the technique he 
describes. The first is that it is difficult both to 
understand and to perform; even when one has 
obtained a mental image of exactly what one intends 
to do, the right arrangement of the “ dog-ear”’ flaps 
so that they shall lie under even tension all over 
needs experience as well as a good dressmaker’s eye. 

The second objection is more important: it is 
that there is one weak spot in the new urethra, the 
point where the deep and superficial lines of sutures 
cross. Here there is a short direct outlet for urine 
passing along the channel, only controlled by what 





FIG. 1.—Outlining of incision for transplantation of prepuce. 
(a) Split down dorsum of penis. (b) Incision along outer 
edge of hood of prepuce. (c) Outline of glans seen through 
prepuce. 


ever immediate adhesion there may be in the sewn 
skin edges; and it is here that a sinus not infre- 
quently forms, needing a secondary operation for its 
closure. 

I believe the following procedure, admittedly 
based on Edmunds’s technique, is easier to under- 
stand and perform, and less liable to fistula forma- 
tion. I derived it from considering that if one had 
to make a tube like the urethra on any plane surface 
of the body, and had unlimited skin to do it with. 
there would be one obvious method of choice. This 
would be to cut out a flap of skin alongside the floor 
of the new passage, to turn this skin back and suture 
it to form a tunnel, and then to cover in the raw 
area left by pulling across it another and larger flap 
from the other side. From a tube formed in this 
way there could be no direct exit for fluid at any 
point, as the two lines of sutures lie far apart, and 
in consequence the probability or primary complete 
healing would be very high. 

In the penis of hypospadias there is of course not 
nearly enough skin to allow of this being done with- 
out dangerous tension ; but there is close by a suffi- 
cient available reserve in the prepuce. Where my 
method differs from that of Edmunds is that instead 
of dividing this skin into two and swinging each 
half round underneath, I transplant it back up the 
dorsum of the penis, and so free the original skin 
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FIG. 2.—Prepuce dissected up .nd split into a ribbon ready for 
transplanting into the bare area left by the retraction of the 
edges of the dorsal incision on the penis. (a) Bare area on 
penis. (b) Original tip of prepuce. 


of the sides and back for the simple tunnel formation 
I have described. I have sometimes tried to explain 
the idea by comparing it to the changing of a single- 
breasted coat into a double-breasted one; the 
necessary fullness for the overlap being given by the 
insertion of a new piece of material down the middle 
of the back. 


TECHNIQUE 


1. Transplantation of the prepuce.—An incision ‘is 
made straight down the dorsum of the penis from 
its root to the 
base of the 
prepuce. Here 
it diverges to 
either side 
along the sides 
of the “hood,” 
running about 
two - thirds of 
the way along 
thesidesof this. 
The two layers 
of skin in the 
hood are then 
separated, so 
that a single 
broad ribbon is produced ; this is done very gently, 
as much as possible by blunt dissection with- 
out injuring the large veins. There is no objection 
to leaving a loose sack of skin where the tip of the 
prepuce originally lay. 

The dorsal incision retracts into a wide gap as 
soon as it is made, and into this the ribbon is now 
fastened by vertical mattress sutures, with its pointed 
tip fitting comfortably into the beginning of the cut 
at the root of the penis. 


2. Straightening the penis.—This most important 


FIG. 3.—Dorsal view of penis after 
transplantation of the prepuce. (a) 
Original tip of prepuce. (b) Apex of 
dorsal incision. 








FIG. 4.—Outlining of flaps for making new urethra. (a) Opening 
of urethra. (6) Incision freeing lining of new urethra. 
(c) Incision freeing flap that will cover the raw area left by 
forming new urethra. 
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FIG. 5.—Appearance when the new urethra has been formed, 
but not yet covered in. (a) Outer flap raised, ready to be 
pulled across the raw area. (b) Line of continuous Connell 
type stitches forming new urethra. (c) Gutter showing line 
of reflexion of inner flap. (d) Catheter in urethra. 


step in the operation is done exactly as described 
by Edmunds, either at the same time as the implan- 
tation of the prepuce, or later. The whole of the 
fibrous band which ties the penis into a permanent 
chordee shape in ary marked degree of hypospadias 
is freed from the body and allowed to retract towards 
the base, carrying with it the urethral opening, 
which thus comes to lie much further away from 
the glans than it did originally. The raw gap so 
left is easily covered in from the sides owing to the 
relaxation given by the dorsal insertion. This 


FIG. 6.—Appearance at end of operation. 
sutures, shown as if visible through skin. 
vertical mattress sutures. 


(a) Deep line of 
(b) Superficial 


straightening of the penis should be done early in 
order to allow of its proper development ; some time 
during the second year is a suitable time, as before 
that the s:mall size of the parts makes operating very 
difficult. 

3. Construction of urethra.—About the age of four 
is a suitable time for this. It should never be done 
till at least six months after the first operation, in 
order to let the penile skin regain its normal elasticity 
and looseness. 

Two longitudinal incisions outline the skin which 





FIG. 7.—Approximate lines of sutures in Edmunds’s operation. 
(a) Deep line of sutures. (b) Superficial line of sutures. 
(c) Weak point in floor of new urethra where the two lines 
of sutures cross, 
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will form the new urethra, that on the side from 
which the inner flap is to be raised being naturally 
further from the mid-line than the other. Each 
flap is freed by lateral cuts to appropriate distances 
at the top and bottom of each incision, and they 
are gently dissected up. A small rubber catheter is 
now passed, lubricated with 1/1000 flavine in paraffin, 
and over it the inner flap is turned back and sutured 
in position by a continuous catgut suture. This 
suture should be of the Connell type, only picking 
up the deep surface of the skin, and not penetrating 
to the lumen of the new urethra, so that no suture 
can convey urine into the tissues by capillary attrac- 
tion. It seems to me that this lateral line of non- 
penetrating 
b continuous 
suture must 
be consider- 
ably more 
waterproof 
than the 
median in- 
terrupted 
stitches tied 
in the lumen 
of the ure- 
thra which 
are used by 
Edmunds. 
The outer 
flap is then 
sewn into 
position by 
vertical 
mattress stitches, and it will be seen that the two 
suture lines lie far apart. At the only point at 
which it may look that they would coincide, just 
below the original opening, the retraction of the 
scrotal skin ensures a wide difference of line. For 
all the stitching I use a suture which I originally 
got Messrs. Armour and Co. to make for intestinal 
anastomoses in infants, a very fine straight round- 
bodied eyeless needle carrying 6/0 chromic catgut. 
The catheter is left in for twenty-four hours. 
This is not long enough to start a urethritis, but 
allows time for the coagulation of the tissue juices 
to seal the wound and waterproof it against the flow 
of urine. 


« 
+ O08 wet orate eee oe - 


FIG. 8.—Diagram of connexion of pinhole 


meatus and blind sinus in first degree 
hypospadias. (a) Opening of blind sinus. 
(6) End of sinus. (c) Pinhole opening to 
urethra. (d) Tissue divided to connect 
openings. (e) Urethra. 


RESULTS 


I have tried this method on eight cases, all of 
which have healed by first intention without a fistula. 
I have also used it successfully in a reversed form 
for a case of epispadias, transplanting the apron- 
like prepuce found in this condition into the ventral 
surface of the penis, and then covering in the deep 
urethral gutter with a double flap of the kind described. 
(The split glans can be easily closed by simple rawing 
and suture of its dorsal edges.) 


A NOTE ON FIRST-DEGREE HYPOSPADIAS 


A quite common deformity is that in which the 
urethra ends in a pinhole meatus within the V-shaped 
area of skin under the glans. A formal plastic opera- 
tion of the kind described would be quite useless, 
even if possible. The only disability is that the flow 
of urine, although delivered to almost the right place 
at the tip of the penis, dribbles downwards instead 
of spurting forwards owing to the opening being a 
pinhole on the floor of the urethra. Now it is a 
curious thing that in many of these cases there is 
a blind sinus lined by mucous membrane opening 
closer to the end of the glans, and running backwards 
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half an inch or so, deep to the urethra proper. I 
have in three cases of this sort connected the two 
openings by passing one blade of a small blunt- 
pointed scissors into each and cutting the tissues 
between. The rather free bleeding resulting can be 
controlled by stitches passed with the fine needle 
described. The results have been excellent. The 
advantage of enlarging such an opening towards its 
normal situation instead of away from it is obvious, 
and there is no tendency to stenosis. 


PNEUMOCOCCUS MENINGITIS 
FOLLOWING TONSILLECTOMY 
AND TERMINATING IN RECOVERY 


By STaNLEY E. Harris, M.D. 


OF PHILADELPHIA, PA, 
H. A. YENIKOMSHIAN, M.D. Beirut, 
D.T.M. & H. 


PROFESSOR OF INTERNAL MEDICINE, 
UNIVERSITY OF BEIRUT, SYRIA 


>; AND 


M.R.C.P. Lond., 


ASSOCIATE AMERICAN 


PNEUMOCOCCUS meningitis may either be a primary 
infection, or, more commonly, an extension from a 
focus elsewhere in the body. In most of the recorded 
cases it has followed infection of the ear or pneumonia. 
Since we have been unable to find other mention 
of this condition as a complication or sequela of 
tonsillectomy, and recovery from proven 
pheumococcus meningitis is rare, we are reporting 
the following case, 


because 


CASE RECORD 

A pupil nurse, aged 25, was admitted to the Hospital 
of the American University of Beirut on Feb. 25th, 1926, 
for tonsillectomy. She had suffered from rheumatic 
heart disease since an attack of polyarticular rheumatism 
in 1913. In 1916 her tonsils were clipped (guillotine 
operatior), but the stumps were grossly diseased, and she 
had continued to suffer from occasional sore-throats and 
exacerbations of joint pain. The tonsillar stumps were 
removed under local anesthesia, and after six days of 
uneventful convalescence she was discharged with a 
normally healing throat. 

On the same afternoon, March 3rd, she began to have 
headache which was not relieved by aspirin and phenacetin, 
and her temperature rose to 38°C. (100-4°F.). These 
symptoms persisted till March 6th when the temperature 
rose to 40° C. (104° F.) and she was admitted to the medical 
service complaining of extremely severe, bursting head- 
ache, diplopia, and projectile vomiting. On examination 
she was found to be drowsy, but could answer questions 
intelligently when aroused. There was slight ptosis of the 
right upper lid and the right external rectus muscle was 
weak, causing strabismus. The pupils were equal and 
reacted to light and in accommodation. Slight muscular 
twitchings were noted over the face. Except for a few 
whitish spots over the fauces the pharynx and the mouth 
were negative. There was no glandular enlargement. 
The area of cardiac dullness was increased and a loud, 
rough systolic murmur was present at the apex and 
transmitted to the axilla. The pulmonary second sound 
was accentuated. The lungs were negative. There was 
no abdominal tenderness or rigidity, and no organs were 
palpable. The abdominal reflexes were very brisk. The 
left knee-jerk was more active than the right. Kernig’s 
sign was present and there was moderate stiffness of the 
neck. There was no Babinski reflex, 

Lumbar puncture was done at once, turbid spinal fluid 
being obtained under considerable pressure. Polyvalent 
antimeningococcus serum was injected, 60 c.cm. intra- 
thecally and 40c.cm. intramuscu.arly. When examined 
the fluid showed a cell count of 540 leucocytes per c.mm., 
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85 per cent. being polymorphonuclears and 15 per cent. 
lymphocytes. The globulin content was increased ; 
the sugar reduced to 37-7 mg. per 100 c.cm. Smears 
revealed numerous encapsulated Gram-positive lanceolate 
diplococci, and on planting the fluid in various media 
organisms having all the cultural characteristics of the 
pneumococcus were grown. Unfortunately no serum 
was available for typing, but the bacteriological charac- 
teristics were not those of Type IIT. 

For three days there was no change in the symptoms, 
the patient crying out almost constantly, owing to the 
unbearable headache. On March 8th another lumbar 
puncture was done, purulent fluid was drained off, and 
20 ¢.cm. of polyvalent antipneumococcus serum was 
given. intrathecally. The spinal fluid again contained 
pneumococci on smear and culture. Antipneumococcus 
serum, 20 c.cm., was given intramuscularly and on the 
following day 20 c¢.cm. of 1 per cent. Mercurochrome 
intravenously. A very severe reaction followed this last 
injection, the temperature rising to 41°C. (105-8° F.); 
the patient went into collapse. Next morning, the 10th, 
her symptoms were much improved. Lumbar puncture 
yielded 30 ¢c.cm. of fairly clear fluid which was replaced 
by 20 c.cem. of antipneumococcus serum, another 20 ¢.cm. 
being given intramuscularly at the same time. Improve- 
ment continued, no further specific treatment was given, 
and except for urticaria which appeared on the 11th 
her progress to recovery was uneventful. She was dis- 
charged cured on March 25th, soon took up her duties in 
the training school and completed her course without 
further illness. 


DISCUSSION 


It has long been the consensus of medical opinion that 
the prognosis of meningitis due to the pneumococcus 
is extremely unfavourable if not hopeless. Schott- 
miiller reported 100 per cent. mortality in 100 cases, 
and more recently Davidson and Wollstein? have 
reported a series of 122 cases in children without a 
single recovery. Although admitting that some 
patients have recovered, Waterfield * in a review of 
24 fatal cases at Guy’s Hospital is frankly sceptical 
concerning the diagnosis in the more than 150 “* proven 
cases with recovery”’ collected from the literature 
by Goldstein and Goldstein * in 1927. In many of 
these cases, and in a few presented since that time, 
insufficient data are given concerning the methods 
used in identification of the causative organism or, 
as in the case reported by Goldstein and in those of 
Croft,® and of McAuley and Hilliard,® no growth was 
obtained on culturing the spinal fluid, the diagnosis 
being based on the finding of organisms resembling 
the pneumococcus in stained smears. Nevertheless, 
in a not insignificant number of the older cases and 
in at least 17 of the more recent reports, the diagnosis 
was sufficiently established by bacteriological studies 
for the prognosis in future to be less gloomy. 

In these 17 cases pneumococcus Type I. was found 
in three instances’; in two the organism was of 
Type III.8; in three of Group IV.*®; and in the 
remainder !° the type was not noted. It would 
appear that when recovery has occurred the causative 
organism in most instances has belonged to a relatively 
avirulent strain of the pneumococcys. A review 
of the therapeutic measures employed suggests that 
the second important factor leading to recovery is the 
vis medicatrix nature. 

Since antipneumococcus serum became available 
it has been employed in the treatment of many cases, 
occasionally with favourable outcome. Reveno and 
McLaughlin? gave, large doses of specific serum 
intrathecally and intravenously with favourable 
results in their case of Type I. pneumococcus menin- 
gitis. In the 9 other cases collected from the recent 
literature, end in our own case, where anti- 
pheumococcus serum was used, its réle in bringing 
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about recovery is open to question. In none of 
them was the serum known to be type-specific. 
In several cases very small doses were employed and 
the relationship between serum administration and 
clinical improvement is not clearly shown. Repeated 
lumbar puncture is another procedure which has 
been often carried out. In 9 of the 17 cases !* referred 
to, it was the chief method of treatment. Combined 
cisternal and lumbar puncture and cisterno-lumbar 
irrigation with normal saline solution was done in 
two of them. 

Other therapeutic measures which have been 
advocated have either failed in other hands to give 
the results suggested by their proponents or have 
not been accorded sufficient clinical trial for judgment 
to be passed upon their efficacy. Among these may 
be mentioned ethyl-hycrocupreine (Optochin Base) 
and its soluble hydrochloride which gave much promise 
experimentally and which have been widely used }° ; 
hexamine (urotropine), which Murphy ?° gave to his 
patient in large doses and to which he thought the 
rapid relief of symptoms might be attributed ; 
potassium permanganate solution, which was 
administered by Weinberg * according to the Nott 
technique as almost the sole treatment. 

Mercurochrome has not proved effective either 
experimentally or clinically against the pneumococcus. 
In a case reported by Stoessiger,'4 in which Gram- 
positive diplococci resembling pneumococci were 
found in the spinal fluid, mercurochrome was given 
intraspinally, and the patient ‘‘ was on the road to 
recovery ’’ after the third injection. In his case as 
in ours a severe reaction with considerable rise in 
temperature resulted from the mercurochrome injec- 
tion. It is interesting to speculate whether in both 
cases the shock and temperature elevation did not 
play a part in inducing the favourable outcome, 
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East LANCASHIRE WORKPEOPLE’S HOSPITAL FUND. 
This fund is making excellent progress, for the cost of 
working is very small and the bank interest almost covers 
the expenses. Over £150 more is available for distri- 
bution than last year and the fund has been able to help 
several medical charities in Blackburn, 
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STREPTOCOCCAL SEPTICZMIA TREATED 
WITH WHOLE-BLOOD INJECTIONS 
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G. J. Grirritus, B.Se., M.B. Lond. 
PATHOLOGIST TO THE HOSPITAL 


* Mucu has been written on the use of streptococcal 
antiserum in the treatment of septicemia. On the 
whole the results have not been satisfactory, although 
in the treatment of puerperal sepsis Burt-White ! 
reported successes and in two cases recorded by 
Pinnock and Sanguinetti? good results followed 
the use of streptococcal antitoxin. 

Human blood-serum was used by Lazarus-Barlow 
and Blayney Chamberlain* in the treatment of 
septicemia and they report success in 9 out of 12 
cases. They suggest the use of whole blood in place 
of serum, and we adopted this method in the present 
case because the patient was seriously ill and it 
seemed inadvisable to remove her to hospital. The 
procedure used was the injection of l5¢.cm. of 
whole blood taken from the patient’s husband and its 
immediate injection into the thigh. No apparatus 
was required other than sterile needles and syringe ; 
nor was blood-grouping necessary. 

CASE RECORD (SEE CHART) 

While nursing her only child, who had a sore-throat, 
Mrs. A., aged 30, developed tonsillitis which lasted two 
days. This was on Oct. 24th, 1934. A week later 
sore-throat again developed, and on Nov. 7th it became 
serious ; when the patient was seen by one of us (J. A. H.) 
her temperature was 101°F. and her pulse-rate 120, 
the tonsils and pharynx looking shiny and red. On 
Nov. 10th she became delirious, with terrifying dreams 
at night. Red raised patches appeared on the left side 
of the forehead, the right supraclavicular region, the right 
upper arm, the right wrist, and the right thigh above the 
knee. There was general stifiness but no meningismus. 
The temperature was now 104° F. and the pulse-rate 140. 
A blood culture was taken and the urine examined, the 
latter being found to contain red blood-cells, slight excess 
of leucocytes, and an occasional cellular cast. Strepto- 
coccal antitoxin (l0c.cm.) was given, with a further 
10 c.cm, next day when the blood culture showed a short- 


chain The antihemolysin titre of 
serum was 75 units (maximum normal 50 units). 

On Nov. 12th the condition remained serious. There 
were severe headaches, the red patches noted on the 10th 
were more pronounced ; also there was apparent rigidity 
of the upper and lower limbs. Antitoxin (20 c.cm.) 
was again given, and a further 30c¢.cm. on Nov. 13th. 
From the 14th—23rd there was no improvement. The 
patient became emaciated and depressed and lost appetite. 
Her heart was enlarged and there was a systolic mitral 
murmur. An abscess appeared over the right wrist and 
it was incised on Nov. 23rd, a culture being taken at the 
same time. This was found to contain hemolytic strepto- 
cocci, and they were sent to Dr. F. Griffith, of the Ministry 
of Health, who reported that the organism was of the 
Carter type. He mentioncd that this type had been 
isolated in a family outbreak in which a child died of 
acute peritonitis following a labial infection, the mother 
finally recovering after severe cellulitis in the region of the 
breast. A vaccine was prepared from the streptococcus, 
the strength being 100 million per c.cm., and this was 
given to the patient’s husband on alternate days until the 
dose was 100 million, the object being to give the patient 
an immuno-transtusion. 

On Nov. 27th an abscess over the right shoulder was 
opened; pus poured freely from it. For a time the 
patient’s condition improved, but it deteriorated on the 
30th; the headaches returned and she became depressed 
and exhausted. On Dec. 2nd another the 
left arm, was incised and the patient received the first 
injection of husband’s blood (15c.cm.). Thesame quantity 
was given next day, and at 2 p.m. the temperature was 
normal, the maximum evening temperature being 100° F. 
A further l5c.cm. was given on the 4th; there was 
general improvement, and the patient was free from head- 
aches and able to take food. Progress was 
interrupted, however, on the 10th when the temperature 
rose to 104° F., and on the lith the state of affairs was 
not satisfactory, the patient being restless and depressed. 
An injection of 15c¢.cm. of whole blood was given and 
another next day, when the maximum temperature was 
102° F. and redness and swelling were apparent above the 
right knee, with stiffness of the joint. Fluctuation was 
obtained above the right knee on the 13th and an incision 
was made, but no pus was found. Injections of blood 
(15 c.cem.) were again given on Dec. 13th, 15th, 18th, and 
24th, and a further incision was made about the middle of 
the thigh on its inner side. On the 25th, when the patient 
received a further blood, pus was discharging 
freely from right thigh and she felt much better. The 
last blood injection was given on the 27th, when improve- 
ment was fully maintained, and on the 28th all incisions 
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showed signs of healthy The 
temperature was 99° F. 

From Dec, 28th onwards the patient made good progress 
and on Jan, 2lst she was convalescent. When seen on 
April 27th after a stay in Ireland she had put on over 
a stone in weight and there were no signs of residual 
infection. The antihemolysin titre had risen from 75 units 


at the onset of the infection to 250 units on April 27th. 


healing. maximum 


Although in this case there was a slight fall in 
temperature after each injection of streptococcal 
antitoxin, there was little improvement clinically. 
This may have been due to the absence from the 
antiserum of the specific antibody corresponding to 
the bacterium infecting the patient. Each injection 
of whole blood from the donor immunised with an 
autogenous vaccine caused profound improvement, 
and they seemed to precipitate the formation of 
localising abscesses in the red patches which appeared 
at the onset of the iliness. As the antihemolysin 
titre of the serum increased only from 75 to 250 units 
it is doubtful whether any improvement can be 
attributed to the antihemolysin. (It may be recalled 
that Todd ‘ in his work on the infection of mice by 
hemolytic streptococcus found that no protection 
against infection was obtained by the use of anti- 
toxin nor by the use of high-titred antihemolysin ; 
in all probability the improvement in some of the 
mice was due to a protective antibody at present 
unknown.) The possibility of complement cannot 
be neglected, for it has been found by Cadham ° 
that in acute infection the complement titre may be 
low during the acute phase of the disease. The 
introduction of complement by the way of whole 
blood from a healthy person may in this case have 
done much to combat the infecting organism 
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GROOVED ALUMINIUM VERSUS WOODEN 
SPLINTS 


By A. P. Brertwistiz, F.R.C.S. Edin. 


THE materials used for splints by doctors in their 
own surgeries are amazing ; I have seen folded news- 








paper, cardboard, and rough pieces of boxwood 
employed. Many hospitals use wooden splints, some 
fashioned, others not. The St. John Ambulance 
’ 
ae 





FIG. 1.—Jones’s cock-up splint. 


Brigade use straight wooden splints. I believe that 
if the advantages of grooved aluminium were more 
generally realised this would be the material of choice. 
Aluminium splints may be divided into two classes :— 


1. Emergency, home-made.—Sheet aluminium, gauge 22 
will be found to be the best, for it is sufficiently strong 
and yet is easily cut with tinsmith’s shears, which are 
like massive scissors and readily procured. The requisite 
length is cut, sharp corners are removed, and the splint 
is guttered by hammering over a rounded object or even 
by hand. This guttering is imperative, since without it 
aluminium will bend under a slight strain. MHalf-inch 
adhesive plaster is fastened round the edges ; this serves 
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to do away with rough edges and helps to steady the 
subsequent padding. Such splints are invaluable for 
special fractures—e.g., in small children. A stock should 
always be available. 

2. Rolled.—These are greatly to be preferred, since the 
even rolling makes for increased strength. The tinsmith 
rolls them in his rollers so that the gutter forms an are 
of a circle with a radius of 2 in., more or less; more in 
the case of splints of more than 24 in. across and much 
less in the case of finger splints. The edges covered 
with adhesive as before. 


are 


The following are the advantages claimed. (1) 
Strength. Experimentally a rolled tinsmith’s splint 
9 in. long by 24 in. wide, of 22 gauge, suitable for 


\ 
oe" 











FIG, 2.—Forearm splint. 

a forearm, supported at each end, withstood a weight 
of 112 lb. placed on its middle. Such strength is 
quite sufficient to cope with most of the stresses and 
strains to which the splint would be liable. An 
emergency splint broke down under half the weight. 
(2) Economy. The fashioned wooden splint—and no 
other wooden splint should be permitted—costs 
considerably more than the aluminium one. The 
Robert Jones cock-up_ splint, which is readily 
made by cutting out a section to accommodate the 
thenar eminence and turning the end backwards, 
costs much less than Carr’s splint for Colles’s fracture. 
(Incidentally, surely the dorsiflexed position is the 
proper one for Colles’s fracture? The fragments 
showing little tendency to 
movement, the wrist ismuch 
stronger in that position 
than palmar-flexed, and the 
fingers can be freely moved.) 
(3) Lightness and small bulk, ¥'G- 3.—Splint for great toe. 
The aluminium splint has 

the double advantage of being more comfortable to the 
patient and of being easily stored. The two splints 
used for Colles’s fracture weigh 6 0z., whereas two 
aluminium ones weigh 2 oz. and are stored in a frac- 
tion of the space, unpadded. (A few placed under 
the seat of a motor-car may on occasion be invaluable. ) 
(4) Asepsis. Open fractures and those associated 
with wounds are liable to soil the splint, which should 
be discarded. Aluminium ones may be _ boiled. 
(5) Radiolucency. A fracture may be radiographed 
with the splint in situ. 

Aluminium splints are ideal for fracture of the 
radius and ulna, the commonest bones to suffer. 
They are excellent for fractures of the digits, 
often allowing the patient to continue his work, as 
a clerk for example. In the case of the toes, especi- 
ally the great one, the splint has to have a sole, and 
in practice needs changing weekly because it is liable 
to break if weight is borne. Aluminium splints may 
be used for fracture of the fibula, and are invaluable 
in the first-aid treatment of fractures of the tibia 
and fibula in children and adults and of the femur 
in children. In these days of motor accidents and 
X ray plants too little attention is paid to the all- 
important first-aid treatment of fractures. 
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Roya Society or Arts.—On Feb. 10th, 17th, 
and 24th Major-General Sir Robert McCarrison, late 
director of nutrition research, Indian Medical Research 
Fund Association, will give three Cantor lectures to the 
society (John-street, London, W.C.) at 8 p.m. He will 
speak on Nutrition and National Health. 








ay 
ale 
ia 
ur 
nd 
ill- 


th, 
ate 
rch 
the 
will 





THE LANCET] 


| ; MEDICAL 
ROYAL SOCIETY OF MEDICINE 


SECTION OF ORTHOPZDICS 


AT a meeting of this section on Jan. 7th, with 

Mr. ALan Topp in the chair, methods of treating 

Club Feet and Pes Cavus 

were illustrated by cinematograph films and by 
patients showing successiul results. The first film, 
exhibiced by Mr. DENIS BROwNE, detailed his method 
of treating congenital talipes in infants. He felt 
convinced that one class of deformity was due to 
mechanical intra-uterine forces. The most important 
from the point of view of the child’s future was 
talipes equino-varus, which, he believed, was a mould- 
ing deformity due to pressure of the uterus on the 
outer side of the foot ; the responsible single factor 
was the position of the foot in the uterus ; a normal 
right foot took the pressure of the uterine wall on 
its sole. The essential part of the deformity was a 
twisting inwards of the fore part of the foot, which 
was forced round into the reverse position. In these 
cases there was also a thinning of the skin over the 
convexity of the foot. It was very important to treat 
this deformity in infancy, while the bones were soft 
and the tissues supple. After feivible manipulation to 
bring the foot beyond the normal position, the ankle 
was dorsiflexed and kept in position with strapping, 
and both feet were bandaged to one rigid foot-piece. 
This treatment restored muscle balance, and the 
vigorous kicking indulged in by the child showed 
the muscles to be in good working order; indeed 
this kicking was a very important factor in the treat- 
ment. A later stage was depicted with the splint 
removed and the foot in a normal position, with no 
tendency to revert to the abnormal. As soon as 
the child was able to walk it was made to stand up 
in the splints, and twice daily the foot was strongly 
dorsiflexed. 

Mr. B. WuitrcuurcH HOWELL congratulated Mr. 
Browne on his results, which represented a great 
advance in the treatment of club-foot. There was 
likely to be a difficulty if the method was carried 
out as a routine in outlying country districts, where 
after-care might be inadequate. 

Mr. NauGuTton Dunn (Birmingham) remarked 
that the series of results shown by Mr. Browne were 
extraordinarily good. This method of maintaining 
external rotation was the best he had seen, and, as 
it was simple, he considered it was more applicable 
to treatment in country places than other current 
methods. He stressed the importance of counter- 
balancing the corrective forces by equal pressure 
on the outer side of the neck of the bone, because, 
unless the operator exercised care in this respect, 
a rotation of the astragalus on the ankle-joint would 
obliterate the hollow in front of the external malleolus, 
The presence of this indicated true correction but 
in its absence a relapse was almost sure to follow. 
Another important point was that over-correction 
of the club-foot deformity might result in severe 
valgus deformity. It was essential first to secure 
over-correction and then a restoration of the muscle 
balance. It was a great advantage if, as Mr. Browne 
had said, it was unnecessary to elongate the tendo 
Achillis, but in some patients he himself had not 
found that the case. If the tendon was not fully 
stretched, the patient would be liable to have a 
permanent flat-foot. The surgeon must not maintain 


[JAN. 18, 1936 147 
SOCIETIES 
over-correction too long, and he must be sure that 
the tendo Achillis was long enough to allow 
flexion in the position of inversion. 

Mr. DENIS BROwNE replied that cutting the tendo 
Achillis was, in his opinion, a crippling and deforming 
procedure. 

The CHATRMAN demonstrated by means of a film 
his operation for the treatment of pes cavus, the 
results of which were shown to be excellent. He 
explained that, although he worked at and evolved 


the procedure independently, he did not claim for it 
any originality. 


dorsi- 


Clinical Cases 

Mr. C. LAMBRINUDI showed two lantern slides of 
a case of osteochondritis of the outer condyle of the 
femur. The patient, a woman aged 70 years, had 
fallen down and hurt the inside of her knee. Shortly 
afterwards a swelling appeared there which remained 
localised, and she had since suffered a good deal of 
pain. She had sought advice at several places, but 
not until the exhibitor saw her was a skiagram taken. 
Both flexion and extension were preserved, and no 
extra heat could be detected in the part. She was 
definitely better after a short time in bed. 


After describing the good result from fascial 
repair of a torn ligamentum patell# in a boy aged 17 
Mr. t0ocyN JONES showed a case for diagnosis. 
The patient, a man aged 57, and seen that day for 
the first time, occupied himself in slaughtering 
diseased animals. Some weeks before, following a 
scratch, his finger had become swollen and the 
swelling had persisted and increased. It was not 
tender, but the tendon sheath felt boggy; move- 
ment of the metacarpo-phalangeal joint was limited. 
The bone did not show any suggestion of a patho- 
logical condition. 

Mr. V. H. ELLIs suggested that the condition was 
a tuberculeus infection, which was common among 
those engaged in animal slaughter. It was probably 
a tuberculous teno-synovitis and should be immobi- 
lised in plaster for a time to see what happened, 

The CHAIRMAN did not regard the condition as 
tuberculous, but probably an anaerobic infection 
of low virulence. He suggested puncture, and 
an attempt to cultivate the material obtained on 
both anaerobic and aerobic media. 

Mr. C. Hore CaRLton also thought it was not 
tuberculous but he would hesitate to puncture it. 
That kind of low-grade infection in the fingers was 
not uncommonly seen in industrial areas, and the 
outlook, he thought, was bad. Some form of high 
temperature treatment and radiant heat could be 
tried, but even then the prospect of retaining the 
finger was poor. 


, 


Mr. DuNN said he was not sure whether this was 
a tuberculous condition or a low-grade infection, 
but he had treated a similar condition in a butcher, 
The sheath was exposed and there was a general 
synovial thickening, which was removed surgically, 
and the result was good. It would be a waste of 
time to immobilise a finger in a man who was eager 
to resume work; amputation would be best in the 
ease of recurrence 


Mr. E. P. Brockman also showed, as a case for 
diagnosis a man, aged 60, who in 1929 had com- 
plained of pain in the hip-joint, and, a year later, 
arthritis was present in the joint. He did a Rick- 
man’s reconstruction and found only osteo-arthritis 
with some pedunculated folds in the synovial 
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membrane. The man said that in 1915 he had had a 
cyst removed from the hip-joint. No tubercle had 
been found. Last year the man could not walk so 
well, his pain had become greater and at length 
persistent, and a lump was noticed. Bearing in 
mind the man’s age and the absence of remissions 
in the pain, he thought it was likely to be a case of 
sarcoma. 

Mr. DuNN diagnosed an ossifying chondroma, the 
pain being probably due.to a stretching of the sciatic 
nerve over the bone. The best treatment was to 
expose the area and remove the tumour for patho- 
logical investigation. 





ROYAL ACADEMY OF MEDICINE IN 
IRELAND 


AT a recent meeting of the section of surgery, with 
the president, Mr. SETON PRINGLE, in the chair, 
Mr. A, B. CLERY read a paper on the 

Enucleation of Pleural Adhesions by Open 

Operation 

This operation, he said, was particularly indicated in 
patients with one or two apical adhesions extending 
into the region of the subclavian vessels. The skin 
incision was as for an upper thoracoplasty, the 
deeper muscles being divided in the line of the third 
rib. Having retracted the scapula, 24 to 3 inches 
of the rib were resected, and the pleura opened by 
diathermy. Light-bearing retractors were introduced 
into the pleural cavity and the adhesions enucleated 
from their attachment to the parietal pleura by the 
diathermy needle under direct vision. 

Dr. G. T. O’Brien described the clinical course 
of three patients upon whom this operation had been 
carried out. In two of them the sputum, previously 


Body Water—the Exchange of Fluids in Man 


By Joun P. Prerers, M.D., Professor of Internal 
Medicine, Yale University School of Medicine. 
London: Bailliére, Tindall and Cox. 1935. 
Pp. 405. 18s. 


WATER is so close to the roots of life that there is 
no branch of medical or physiological research where 
the investigator does not sooner or later encounter 
problems involving some insight into fluid meta- 
bolism. While it seems that certain aspects of the 
subject, such as the impermeability of the cell mem- 
brane to the potassium ion, are likely to remain 
inscrutable as long as life remains undefined, a great 
deal of useful information has accumulated about 
less obscure questions. Anyone who attempted to 
survey comprehensively the spate of papers on 
water metabolism which flows in ever-swelling volume 
through the channels of the biological press could 
only produce the type of review which exacts the 
epithet ‘“ monumental,’ and, being essentially life- 
less, earns it. Interminable catalogues of conflicting 
conclusions and opinions, punctuated by strings of 
surnames in unlovely juxtaposition, and unleavened 
by critical comment, dismay rather than help the 
reader. Prof. Peters has avoided this danger and 
has somehow succeeded in weaving the 900 odd 
items of his bibliography into an intelligible argument. 

He has concerned himself in the earlier chapters 
with the transfers of fluid which are continually 
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T.B. positive, was negative within a fortnight of the 
operation, and cavities had closed in six weeks. In 
the third case laterally directed adhesions were 
enucleated, but infiltration of tissue by tube: cles 
about the subclavian vessels prevented the Jung 
apex from being freed. The cavity in this case had 
diminished in size. Treatment by artificial pneumo- 
thorax had been continued in all three cas 

Mr. F. J. Henry thought there was scope for 
preliminary thoracoscopy in these cases, as some of 
the adhesions might be suitable for closed division. 
He drew attention to the necessity for air-tight 
closure of the wound, or the pneumothorax might 
become incompetent by leakage, the lung re-expand, 
and the adhesion become reattached. To prevent 
this, it might be well to suture the cuff of enucleated 
pleura over the raw stump of the adhesion. 

Mr. T. A. BoucnteR-HAYEs referred to two cases 
he had treated in a similar manner, one of which, 
in whom the third and fourth ribs were resected, 
developed surgical emphysema. 

Dr. J. B. MAGENNIS, while agreeing that the method 
afforded a new way of dealing with adhesions which 
could not be dealt with by thoracoscopy, thought 
it would be wise to do a preliminary thoracoscopy. 
There was, he felt, a definite danger of surgical 
emphysema. 


es, 





Mr. CLERY, in reply, said he did not decry the 
value of thoracoscopy ; he wanted to show that the 
open operation could be done if necessary. Surgical 
emphysema, he thought, would not be a serious 
complication. 


Dr. R. Stumpr read a communication on a new 
method of low-voltage X ray therapy for easily 
accessible cancers, known as Chaoul’s contact treat- 
ment. Of 35 cases in which the treatment was 
completed, 25 cases were clinically healed. 


occurring between the various compartments of the 
body: from blood-vessel to interstitial space, to 
serous or joint cavity, to subarachnoid space ; from 
interstitial space to lymphatic, from plasma _ to 
corpuscles, and so on. He attempts to explain these 
movements in terms of certain physical and physio- 
logical postulates, like the Donnan theory of mem- 
brane equilibrium and the Starling theory of the 
formation of interstitial fluid. It is a difficult task, 
for hydrostatic principles and collodion membranes 
are simple compared with hydrodynamics and 
membranes of varying permeability, but Prof. 
Peters handles his bulky data well. One or two 
minor points call for criticism. There is a school 
which clings to the odd belief that the intercellular 
spaces are filled with a protein gel, a sort of sponge 
which soaks up or exudes fluid in response to changes 
in hydrogen-ion concentration. In recoiling from 
this untenable hypothesis the author goes too far 
and implies that the immediate environment of the 
cell is wholly saline and circulating. But something 
tangible must also be present to maintain the archi- 
tectural integrity of tissue, and whether that some- 
thing is the mucinous ground substance of the older 
histologists, or the reticulum of more modern writers, 
there is certainly a fixed, as well as a circulating 
component in the environment of the cell, and the 
physiologist will sooner or later have to take it into 
consideration. Again, in discussing synovial fluid 
Prof. Peters finds great difficulty in accounting for 
the presence of mucoprotein. He is evidently not 
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alone in this difficulty, for he quotes attempts which 
have been made (of course unsuccessfully) to dis- 
cover mucous secreting glands in synovial tissue. 
Surely it is well enough established that mucoprotein 
is a normal constituent of most tissues. 

In a later chapter Prof. Peters considers the various 
ways by which the body gains or loses water, an 
important subject if only in view of recent attempts 
to make the measurement of water exchange a 
practical clinical proposition. The technical diffi- 
culties and possible sources of error in what to the 
uninitiated may appear a simple procedure are 
discussed at some length, and the reader is left with 
the feeling that for ordinary purposes measurement 
of fluid intake, urine output, and body-weight, how- 
ever unscientific, remains at present the only prac- 
ticable way of deciding whether a patient is gaining 
or losing water. The latter, and perhaps the more 
valuable half of the book, is devoted to a considera- 
tion of the physiology of the secretion of urine, and 
forms an up-to-date and readable review of this 
most difficult subject. 

Prof. Peters’s book is not likely to appeal to the 
general reader, but the physiologist or clinician 
whose researches have brought him unexpectedly to 
the shore of fluid metabolism would be well advised 
to consult it. It should at any rate save him from 
drowning in a sea of irrelevant references. 


Aids to Medicine 

Fifth edition. By James L. Lrvincstone, Physi- 

cian to King’s College Hospital; Assistant Physi- 

cian to the Hospital for Consumption and Diseases 
of the Chest, Brompton. London: Bailliére, 

Tindall and Cox. 1935. Pp. 422. 5s. 

AN eastern potentate commanded his wise men to 
write the history of his people, but rejected their 
work because it was too long; they abridged it 
again and again, and finally satisfied him on his death- 
bed with the version, ‘‘ They lived; they suffered ; 
they died.” Medicine has not yet been compressed 
quite so far, but in Dr. Livingstone’s *‘ Aids” it is 
reduced to remarkably small compass. The fifth 
edition has been brought up to date, and is based, 
as may be inferred from the preface, on Price’s text- 
book. and Tidy’s Synopsis. The summarising is well 
done, and the text is clear, easily read, and quickly 
grasped ; if the student needs to swallow his medicine 
in pill form just before his examination this is no 
doubt an excellent pill—perhaps the best, with one 
notable exception, and that is a summary made by 
the student himself. To condemn the “aids” 
altogether is admittedly a counsel of perfection, but 
it is to be hoped that many of our students are 
intelligent enough, well enough taught, and wisely 
enough examined to be able to dispense with them. 





Early Diagnosis of the Acute Abdomen 
Seventh edition. By Zacnuary Cope, B.A., M.D., 
M.S. Lond., F.R.C.S. Eng., Surgeon to St. Mary’s 
Hospital, Paddington; Senior Surgeon to the 
Bolingbroke Hospital. Lendon: Humphrey Milford, 


Oxford University Press. 1935. Pp. 254. 10s. 6d. 
Tuts book is already well known. Changing 
conditions have called for alterations in the text, 


and it is likely that in time further modifications will 
be required, especially in the chapters dealing with 
intestinal obstruction. It is questionable, for instance, 
whether the statistics from St. Mary's Hospital, 
showing that out of 300 cases of acute obstruction 
177 were cases of strangulated hernia, give a true 
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picture of the present incidence of strangulation 
now that radical operations for hernia are more 
frequently performed before the onset of complica- 
tions. It is also to be noted that in this book, which 
is distinguished by the clearness and soundness of 
most of its teaching, the account of intussusception 
should be rather unconvincing and out of harmony 
with present day views on this condition. Mr 
Cope’s work records the fruits of careful clinical 
study, and herein lies its excellence. The introduction 
of more elaborate methods of examination seems 
rather to detract from its value. For example, it is 
doubtful whether it is sound to regard the use of 
radiography as an advance in the early diagnosis of 


intestinal obstruction, and it is surely a 


mistake to 
suggest that cystoscopy should be undertaken to 
diagnose rupture of the bladder. Insufficient stress 


is laid upon the value of auscultation in the investi 
gation of cases of acute intestinal obstruction, and 
more detailed consideration might well have 
given to rupture of the spleen. These criticisms on 
matters of detail are made in the confident belief that 
many further editions of this valuable monograph 
will be called for. 


been 


Healing : Pagan and Christian 

By GEORGE GorDON Dawson, M.A., B.D. Camb. 

London: Society for Promoting Christian Know 

ledge. 1935. Pp. 322. 9s. 

IN this book the author attempts to consider in a 
comprehensive manner the principles of therapeuties ; 
he finds the restoration of health to oceur through 
the three avenues of the body, mind, and spirit, and 
labels the usual treatment of the sick as departmental. 
It follows that arguments are set out for religious 
healing as distinct from therapeutic treatment, and 
for codperation between the pastor and the physician 
in effecting cures. The first part of the book 
surveys the very earliest conceptions of disease and 
death, reviewing the art of healing as displayed by 
the -ancient civilisations and by primitive doctors. 
This brings us along a well-worn track through the 
medicine of the Greeks and Romans to the Christian era, 
so leading to the chapters dealing with the methods 
of healing associated with the Christian Church. 
Here proper stress is laid upon the value of monkish 
learning, and although there is not much to be said 
in this connexion which is not familiar to those who 
are at all well read, the material is set out in an easily 
assimilable form for the uninformed. But presumably 
the book was written largely to promote the views, as 
expressed in the closing sections, on mental and 
spiritual healing, and because these views are clearly 
set out we recommend them to attention. The 
medical profession is more ready to listen sympa- 
thetically to evidence pointing to the value of 
religious healing than the church appears to know. 


Félix Lejars : Traité de Chirurgie D’urgence 
Ninth edition. By PrerRRE Broce, Professeur 
agrégé ala Faculté de Médecine de Paris ; Chirurgien 
des H6pitaux. Assisted by ROBERT CHABRUT, 
Ancien Chef de Clinique 4 la Faculté de Médecine 
de Paris. In two volumes. Paris: Masson et Cie. 
1936. Pp. 1299. Fr.200. 


THE last edition of this book appeared in 1921. 


It was popular because of the simple and clear way 
in which every problem was tackled and explained, 
and because the recommendations were so obviously 


The 


the fruit of the experience of a master surgeon, 
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scope is a little different from that of any treatise 
on emergency surgery we have available in this 
country. It is more comprehensive, including many 
affections which are not immediately urgent in the 
strict sense of the word, and is the more valuable 
for its wider appeal. The book is addressed to the 
practitioner as well as to the young hospital surgeon. 
Emergency operations in every branch of surgery 
including the female genital organs, the ear, the eye, 
and the nose are described. The use of the csophago- 


scope is recommended though its technique is 
not given; neither for that matter is that of the 
cystoscope and the urethroscope. These methods 


are evidently considered too specialised for those 
to whom the book is primarily addressed. But it is 
not only practitioners and junior surgeons who will 
find it useful. It should be on the shelves of every 
operating surgeon, and easily accessible, for precise 
instructions are given for the treatment of emer- 
gencies seldom encountered apart from war, such 
as stab wounds involving the large vessels at the 
root of the neck, and rare emergencies, such as stran- 


gulated obturator and sciatic hernie. The new 
authors have carried out an extensive revision of 


the work, have added much new matter, and have 
succeeded admirably in preserving its attractive 
character. 





The Nelson Loose-Leaf Living Surgery 


Renewal pages. Vol. III. Orthopedic Surgery. New 
York: Thomas Nelson and Sons. 1935. Pp. 179. 


THE most recent renewal pages to reach us of this 
composite surgery are really the first instalment of 
a revised and enlarged section on orthopedic surgery. 
The death of the former author, Nathaniel Allison, 
has necessitated the appointment of a new editor, 
R. K. Ghormley, who has called to his aid a number 
of experts in the different branches of orthopedic 
surgery. This gives a very individual character to 
the subsections, and the teaching in some places 
differs materially from that of British surgeons. 
Thus the only treatment of spinal caries seriously 
considered is a bone-fusing operation ; in the treat- 
ment of congenital torticollis division of the upper 
end of the sternomastoid is recommended, whilst 
the contraction of the cervical fascia and scalenus 
anticus as component factors is ignored. Such 
deviations from current practice in this country, 
however, make the volume the more valuable to 
British surgeons. There is an attractive chapter on 
malacic disease of bone and another on degenerative 
diseases of the spine, where the pathology of the 
intervertebral discs receives due notice. The growing 
feeling against violent measures in the correction of 
congenital talipes equino-varus is well expressed in 
an informative article. These examples are men- 
tioned to show that the work is being kept well 
abreast of current thought, and the publishers and 
editors must once more be congratulated on main- 
taining the high ideal of service envisaged at the 
inception of this novel system of text-book con- 
struction. 





British Journal of Children’s Diseases 

In the October-December issue (vol. xxxii.) 
Dr. E. Ashworth Underwood concludes his article 
on the Neurological Complications of Varicella with 
a general discussion on pathogenesis. A bibliography 
of 186 references is appended together with a list 
of 120 cases collected from the literature from 1873 
to 1935, including an original case of cerebellar 


ataxia in a girl of 8.—In the concluding part of his 
Analysis of over Four Thousand Cases of Educational 
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Deafness Studied during the Past Twenty-five Years, 
Mr. Macleod Yearsley maintains that the education 
of the deaf must be based not on the considerations 
of different systems but on the study of the deaf 
child as an individual. According to his scheme of 
classification, which is based on school medical 
inspection, deaf children fall into four groups: the 
slightly deaf, the semi-deaf, the very deaf, and the 
defective deaf, without there being an absolute 
line of demarcation between the groups. He is 
opposed to residential deaf schools, except where 
they are necessary to serve large areas without day 
deaf schools, and is pessimistic as regards the general 
condition of deaf education in this country and its 
future prospects. He recommends that fresh legis- 
lation of a wide nature should be started without 
delay by an Act which would embody the necessity 
for early detection of deafness, education of the deaf 
from pre-school to post-school age, and training and 
employment.—Dr. J. W. Healy contributes a paper 
on Diabetes Insipidus as a Manifestation of General 
Miliary Tuberculosis. The patient was a male 
child aged 24 years in whom the cause of death was 
acute external hydrocephalus and acute tuberculous 
meningo-encephalitis, the terminal phenomenon of 
a tuberculous infection of much longer duration. 
An intercurrent attack of diphtheria was a sub- 
sidiary contributing factor. The fact that diabetes 
insipidus appeared before other symptoms and that 
pituitary diseases had progressed to a greater extent 
than the tuberculous lesions elsewhere suggested 
that the onset of the syndrome correstonded with 
the commencement of tuberculous infilti:ation of the 
pituitary.—The ahstracts from current literature 
are devoted to nervous and mental diseases. 
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A TUBE FOR CONTINUOUS GASTRIC 


ASPIRATION 
CONTINUOUS aspiration of 
the stomach is a _ valuable 


form of therapeusis in such 
conditions as intestinal ob- 
struction, acute dilatation of 
the stomach, vomiting after 
gastric operations, and _per- 
sistent vomiting of pregnancy. 
When the tube is introduced 
by way of the nasal route it 
) can be left in situ for many 
hours. The patient can drink 
as he pleases and this, as 
well as satisfying his thirst, 
helps to wash out his stomach. 
If one nostril and the. back of 
the throat are cocainised the 
tube can be introduced almost 
without discomfort. The tube 
illustrated is designed for this purpose. The spring 
within its terminal portion so stiffens it that the 
nose can be 
catheterised as 
easily. The 
end of the 
tube is seen 
at the back 
rynx, where 
it is grasped 
by a long hemostat, which is used to milk the tube 
down the esophagus. 
The tube is made by the Genito-Urinary Manu- 
facturing Co., Ltd., and is supplied in two sizes. 
HAMILTON BaiLey, F.R.C.S. Eng. 
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A FORWARD MOVE IN EDUCATION 

Tue history of the school medical service is 
one of gradual expansion from the routine inspec- 
tion of children at certain set periods of their 
school life to a fairly comprehensive system of 
care and treatment in clinics, hospitals, and 
special schools. Its development was noticeably 
rapid in the early years after the war, but the 
depression of recent years has caused some retarda- 
tion in the rate of advance. In spite of the vigorous 
support which nursery schools have received, 
especially from women’s organisations, remarkably 
little provision of this kind has been made, and 
some of the other special services are only a little 
less inadequate in many areas. The Board of 
Education now lays stress upon the need for a 
forward policy on the part of local authorities,’ 
and as these are still grant-earning services, 
unaffected by the introduction of a block grant 
by the Local Government Act, 1929, it is likely 
that those authorities whose finances are not 
crippled by the burden of public assistance will 
respond. Attention is drawn to the fact that the 
dental service is seriously incomplete in most 
parts of the country. In order to afford sufficient 
dental care it is estimated that one dentist is 
required for every 5000 urban, or 4000 rural, 
children. School dentists fall notoriously short 
of this number, and many children cannot receive 
attention without prolonged and harmful delay. 
At the same time it must be remembered that this 
service has hardly touched the fundamental 
problem of the prevention of dental caries. There 
is urgent need for confirmation and extension of 
the work of Mrs. MELLANBY and others on the 
relation between dietary and caries. Part of the 
expansion of school dentistry might be avoided 
if we were sure of our facts and were therefore 
able to devote more energy to the education of 
mothers and children in the prophylaxis of dental 
decay. Unfortunately we are not yet in a position 
to put simple and incontrovertible information 
on the subject before the public, and until agree- 
ment has been reached among research workers 
we must depend upon conservative dentistry to 
ensure that the children leave school with healthy 
mouths, at least, if not with perfect teeth. 

It is disconcerting to learn that the children 
under 70 authorities are still without provision 
for the prevention and correction of crippling 
defects. This is a straightforward problem, and, 
although the cost of such schemes per case may 
be high, the actual number of cases in any area is 


1 Board of Education: Circular 1444, Jan. 6th, 1936. 
H.M. Stationery Office. 2d. 


comparatively small. Institutions and _ skilled 
personnel are available so that local difficulties 
should be easily surmounted. As to acute rheu- 
matism, the grave cardiac sequelae of which are 
emphasised in the Board’s circular, there may be 
some difference of opinion about the most suitable 
type of provision. The modern treatment of 
early carditis requires practically the same sort 
of immobilisation as is practised in diphtheria, 
and this can rarely be obtained except in hospital. 
Fortunately the number of patients at any one 
time is not great, but they are better isolated 
from children suffering from other diseases, sub- 
jected to a reasonable open-air régime and mentally 
employed as in open-air schools. Wards set apart 
in general or fever hospitals may serve the pur- 
pose, but there is much to be said for quite separate 
institutions with attractive grounds. These insti- 
tutions are still small, and experience shows that 
they need not be costly to run. Day and resi- 
dential schools, both for the physically defective 
and the mentally subnormal, have not been 
developed to the extent which their established 
value might have led us to expect. A forward 
policy is now recommended by the Board. It is 
perhaps significant that no mention is made of 
special classes in ordinary schools for mentally 
subnormal children. This type of provision has 
been advocated, for rural areas at least, but it 
would appear that the Board’s advisers prefer 
residential schools, if necessary under joint manage- 
ment, We should like to be sure that special 
classes have proved a failure before the more 
expensive alternative is adopted for every type 
of mentally subnormal child. In contrast, it 
appears to be left largely to local discretion whether 
children under 5 years of age, for whom authorities 
are now urged to make accommodation, should 
be received into specially constructed nursery 
schools or into modified parts of existing schools. 
When it is remembered that health, cleanliness, 
nourishment, and character training are the first 
requisites for these young children, and that few 
existing schools are capable of being suitably 
modified for the purpose, the for ad-hoc 
schools seems overwhelming. Other recommenda- 
tions of the Board, for instance, that special 
classes in ordinary schools should be provided for 
the partially sighted and the hard of hearing, and 
that the curriculum should be reorganised on the 
lines of the Hadow report, and, above all, the 
prospective raising of the school age, will place 
sufficient strain on the existing schools and their 
capacity for structural modification. A circular 
vhich is promised on the subject of physical 
education may make still further demands on 
both the internal and playground space of schools, 
so that it may be found more practicable to provide 
such facilities as those required for the younger 
group of children in totally separate buildings. 
Education authorities are faced with a very 
complicated problem. School buildings are costly. 
Rightly or wrongly, they are solidly built to last 
for many years. Changing ideas in education tend 
to make their planning obsolete while their structure 
is still sound. The child population is declining, 
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and will soon fall rapidly, so that an inclina- 
tion to avoid new construction for new types of 
provision is natural. Many schools, however, are 
unhygienic and cannot be modernised. While the 
prospective fall in the demand for accommodation 
must be kept in mind, it should not be allowed to 
influence too much the policy of local authorities 
in regard to the new or better types of service 
they are now being encouraged to give. 


DILATATION OF THE URETERS IN 
PREGNANCY 


Ir has long been known that the ureters and 
renal pelves tend to dilate during pregnancy, and 
this tendency is clearly of fundamental importance 
in the wtiology of pregnancy pyelitis. An obvious 
anatomical cause of the dilatation is the pressure 
of the gravid uterus on the ureters as they cross 
the pelvic brim, and for many years such pressure 
was held to explain the changes found. But 
the newer knowledge gained by modern urological 
methods has led to the suggestion that it is due to 
an atony of the ureters caused by some chemical 
substance circulating in the blood stream. 


Dr. DucaLp Barrp, of Glasgow, has made an 
extensive study of the changes in the upper 
urinary tract during pregnancy and the puerperium, 
and the results of six years’ careful clinical research 
are at present being published.’ He has approached 
the problem from both the anatomical and the 
functional side, for he has examined much post- 
mortem material and made many investigations 
on the living subject not only by intravenous 
pyelography and chromocystoscopy but also with 
an ingenious apparatus for measuring the tone of 
the ureteric musculature. His results, and also 
those obtained at the Johns Hopkins University,? 
demonstrate two factors in the dilatation of the 
ureters. That pressure by itself can bring about 
dilatation is shown by pyelograms taken in. cases 
of pelvic cellulitis, ovarian cys*s, and fibroids 
(though here it is never so advanced as during 
pregnancy); moreover, it is only anatomical 
differences that can account for the more frequent 
dilatation of the right ureter. Studies of the 
ureteric tone, however, show equally conclusively 
that during pregnancy the ureters become atonic : 
uterine pressure, when present, causes no com- 
pensatory hypertrophy or hypertonus ; the ureter 
just stretches. Atony develops very early in 
gestation and is probably the cause of the early 
dilatation sometimes seen, though as a rule the 
pressure of the uterus on the atonic ureter is the 
deciding factor. One other possible cause also 
calls for consideration. At the lower end of 
the ureter there is a well-developed sheath of 
fibrous tissue and longitudinal muscle bundles, and 
it has been noticed that during pregnancy this 
sheath hypertrophies—so much so that the 
dilatation of the ureters has been ascribed to 


1 Baird, D.: Jour. Obst. and Gyn. Brit. 
577 and 733. 

*Hundley, J. M., Jun., Walton, H. J., 
E. Mes and Brack, Cc. B.: Am 
November, 1935, p. 625. 


Emp., 1935, xlii., 


Hibbitts, J. T., Siegel, 
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hypertrophy of the muscle in the ureteric sheath, 
though the changes in the rest of the ureter are 
not those usually associated with obstruction 
at the outlet. The workers at Johns Hopkins 
University lay some stress on this hypertrophy, 
which they regard as hormonic in origin. They 
have found similar, though less conspicuous, 
changes throughout the urinary tract and suggest 
that cestrin, which is known to produce hyper- 
trophy, oedema, and increased vascularity of the 
generative tract, might bring about similar changes 
in the urinary tract, since the two are derived 
from the same embryonic structures. The exact 
distribution of the epithelium which is speci- 
fically sensitive to cestrin is discussed by Dr. 
ZUCKERMAN in our present issue, with special 
reference to enlargement of the prostate. 

The results reported by Mr. HaroLtp BuRRows 
at the November meeting of the section of com- 
parative medicine of the Royal Society of Medicine 
are all the more interesting in the light of this 
recent work. He has been studying the effects of 
the prolonged administration of cestrogenic sub- 
stances to mice, and in addition to other remarkable 
phenomena already reported * he has noticed that 
after several months the urinary tracts of the mice 
become grossly dilated and that purulent cystitis 
and pyelitis sometimes follow. LacassaGne * and 
Burrows originally ascribed these changes to 
urethral obstruction caused in the female by the 
keratin debris in the vagina, and in the male by 
the enlargement of the accessory genital glands. 
After further experiment on male mice, however, 
Burrows now thinks they may be due to failure 
of the nervous or chemical control of the neuro- 
muscular apparatus of urination; for he could 
find no definite urethral obstruction, despite the 
enlarged accessory glands and the keratinisation 
of the urethral mucous membrane. Those who 
were fortunate enough to see the specimens he 
demonstrated could not but be impressed by the 
large dilated ureters and the hydronephroses, and 
it is hard to resist the conclusion that there is 
some connexion between these findings and the 
ureteric dilatation seen in pregnancy, especially 
since it is known that large amounts of cestrogenic 
substances are excreted in the urine of pregnant 
women. On the other hand, the dilatation in mice 
was obtained only after administration of the 
cestrogens over periods far longer than the normal 
period of gestation in the mouse, and MENGERT ® 
has shown that the ureters of the cow, pig, 
macacus monkey, dog, cat, rabbit, guinea-pig, and 
rat do not dilate in pregnancy. Burrows has 
demonstrated very clearly yet another property 
of the cestrogenic compounds, but in our present 
state of knowledge it would not be safe to draw 
general conclusions from effects observed in one 
animal. 

Other experimental work, moreover, lends little 
support to the idea that cestrin is responsible for 


* Burrows, H.: Brit, 
Jour. Cancer, 
159. 

* Lacassagne, A.: Compt.rend.Soc. de biol., 
* Mengert, W. F.: 


Jour. Surg., 1934, xxi., 507; Amez. 
1935, xxiii., 490 ; Jour. of Physiol., 1935, lxxxv., 
1933, cxiii., 590. 

Amer. Jour. Obst. and Gyn., 1934, xxvii., 544. 
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ureteric dilatation in pregnant women. According 
to the current theory of the hormonic control of 
pregnancy, cestrin makes the uterus sensitive to 
the oxytocic principle of the posterior pituitary, 
increasing its tone, while the corpus luteum 
hormone (progestin) renders it refractory and thus 
decreases its tone. In the first half of preg- 
nancy the corpus luteum is dominant and the 
uterus is atonic ; then the influence of progestin 
gradually wanes while that of cestrin waxes and 
the uterine tone consequently increases. It is 
noteworthy that Barrp finds a similar sequence 
in the human ureteric musculature, the tone of 
which also increases towards the end of pregnancy. 
In our own columns last year it was shown ® that 
during the greater part of pregnancy the cestrin 
excreted in the urine was mostly present in a 
“combined ” form of low physiological potency, 
and that it becomes active only with the approach 
of full term. It seems reasonable to suppose that 
it is the presence of the active cestrin excreted 
with the approach of full term that makes the 
uterine muscle highly sensitive to pituitrin and so 
leads to the expulsion of the foetus. According 
to these views it is the corpus luteum hormone 
(progestin), and not cestrin, which one would 
expect to cause dilatation of the ureters ; and, in 
fact, progestin has generally been regarded as 
responsible for their atony during pregnancy. 


THE GERSON DIET 


Ir is now more than ten years since Dr. Max 
GERSON, then a general practitioner in Westphalia, 
introduced a special salt-free diet for the treatment 
of tuberculosis and other chronic diseases affecting 
the general nutrition of the body. The origin of 
the treatment is of some interest, for it arose 
out of a personal experience. Fifteen years earlier, 
when GERSON was working in a hospital in Berlin, 
he made some experiments to see if a change in 
diet would cure the attacks of migraine from 
which he then suffered. Finding success from the 
elimination of salt, he tried the same thing on 
other people and was profoundly impressed by 
the results. It was the incidental recovery from 
lupus of a patient treated for migraine on this 
dietary that led to its trial in tuberculosis. The 
diet as modified by Dr. A. HERRMANNSDORFER, 
assistant to Prof. E. SaveRBRUCH, was extensively 
used in the treatment of patients with bone and 
joint tuberculosis at the Charité in Berlin. The 
essential feature of this modified diet was the 
large proportion of albumin and fat, with little 
carbohydrate and no common salt, the principal 
ingredients being unsalted butter, raw and cooked 
fruit, salad, steamed vegetables, meal and flour, 
eggs, pudding, unshelled rice, sugar, nectar, olive 
oil, and dripping. The Berlin Medical Society 
discussed the treatment in August, 1929,7 when 
the Giessen clinic reported success with lupus and 
it has since been tried at a number of sanatoria 
and special centres. But Gerson himself soon 


* Cohen, S. L., Marrian, G. F., and Watson, M.: THE LANCET, 
1935, i., 674. : 
7 See THE LANCET, 1929, ii., 404. 
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came to feel that his foilowers were too willing to 
compromise with patients loth to renounce all the 
pleasures of the table at one swoop. The Gerson- 
Sauerbruch-Herrmannsdorfer diet may have been, 
and probably was, a model of culinary diplomacy, 
but Gerson himself scented heresy and would 
have none of it. What may have widened the 
breach between the two was GERSON’S growing 
conviction that his diet, modified to meet individual 
needs, was capable of curing an increasingly wide 
range of diseases from rheumatoid arthritis to 
gastric ulcer. 


The true gospel of the Gerson diet is set out 
by its originator in a monograph of more than 
600 pages, most of which, despite the title,’ deal 
with the diet and its modifications. The author 
believes that his diet will induce healing of pul- 
monary tuberculosis even in advanced 
provided that sufficient functioning lung tissue 
remains, that the patient’s general condition is 
not too bad for him to take the diet, and that 
complications such as lardaceous disease are not 
present. But he insists that success depends on 
scrupulous observance of details which require 
nearly a hundred pages of close type to set out, 
although the scheme of the whole course is given 
on a single page (305) of the book. In Germany 
or Austria the cost of the diet is not much above 
that of an ordinary sanatorium menu ; Dr. GERSON 
does not give the actual figures; presumably the 
cost must vary with the prices of the constituents 
in different areas. More than half the book is 
devoted to protocols of 25 cases, treated at the 
diet station of the Urban Hospital in Berlin under 
the direction of Prof. HERMANN ZONDEK, and of 
26 cases treated later by the author in Austria. 
These protocols include radiograms, blood counts, 
and other details of progress, which can _ be 
assessed for what they are worth by those who 
have experience of such cases elsewhere. GERSON 
himself briefly summarises the story of the earlier 
series which with one exception belonged to the 
working classes, some of them being unemployed. 
In about half there was some family disposition 
to tubercle and of these all except one had some 
complication which made a favourable issue less 
probable. Two-thirds of the patients were between 
18 and 35 years of age. They were under GERsON’s 
personal care for a period of only three to eleven 
months and he admits with regret that he was 
prevented from seeing the treatment through to 
the end; but of 19 whose treatment went on for 
another two or three months after he left the 
diet station he had news, although he expresses a 
doubt whether the treatment was carried on after 
his departure as correctly as it was when he was 
there. But he warmly thanks the nurses and 
cooks of the Urban centre for their untiring help 
in carrying out the treatment which had met with 
less difficulty there than elsewhere ; two or three 
of the patients received constant attention both 
by day and by night. In no case did they find the 
diet irksome at the outset, but later three of 


Cases 


*Didttherapie der Luagentuberkulose. Leipzig and Vienna : 
Franz Deuticke. Pp. 619. M.36. 
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them refused suddenly to go on with it; in one 
or two cases there was wilful transgression and 
one patient succeeded in nullifying the treatment 
by getting relatives to smuggle food in. But 
22 of the 25 went through the course without 
complaint, and although they were all suffering 
from advanced tuberculosis, of which the prognosis 
under ordinary conditions was bad, none of them 
died within the first year. GrRson submitted 
his X ray records to Dr. FELIX FLEISCHNER, radio- 
logist in Vienna, who formed the independent 
opinion that 24 out of the 25 were on the way 
to complete recovery. 

Unfortunately this remarkable experience did 
not secure GeERSON’s tenancy of the diet centre 
and he was obliged to continue his work at an 
Austrian hospital where he collected what seemed 
to the outsider an odd assortment of morbid 
changes. Not the least interesting of the cases 
were patients suffering from advanced rheumatoid 
arthritis who had come to him on the recom- 
mendation of some sufferer to whom the diet had 
brought relief. But here again GERSON was unable 
to continue his régime long enough to carry con- 
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viction to his professional colleagues and _ his 
success must be taken rather as a tribute to his 
personal qualities than as an indication that the 
treatment can be carried out widely. It seems 
that many physicians who have prescribed the diet 
have found patients rebel against its austerity, 
not least members of GERSON’s own race; they 
simply will not play the game when put on 
any rigorous diet, but eat all sorts of things sur- 
reptitiously. This must make an almost insuper- 
able obstacle to carrying out GERSON’s precepts in 
any hospital which can be called voluntary. There 
is another possible reason for GERSON’s success 
which cannot be repeated outside Central Europe. 
Many of the people with whom he was dealing may 
reasonably be expected to have been in the habit 
of eating much salt pork, salt fish, and similar 
viands ; any diet which corrected this national 
predilection was bound to achieve a certain amount 
of success. That is one reason why we may watch 
with interest a continuance of the experiment in 
a Paris suburb where GERSON is now with the 
help of friends and grateful patients running a 
special clinic. 


ANN OTATIONS 


SURPLUS AND DEFICIT 


Tuts is addressed less to our readers than to their 
wives and families, and we ask that it should be 
referred to the proper quarters. The facts are these. 
Clothing of all sorts—new, nearly new, or frankly 
old—can be used to great advantage by the Ladies 
Guild of the Royal Medical Benevolent Fund. The 
Guild has a clothes room at the B.M.A. House in 
London, and at present sends out parcels twice a 
year to more than 350 families or individuals belong- 
ing to our profession but left in financial straits. 
In compiling these parcels great care is taken to 
make them really useful to the recipients, for often 
they are essential to self-respect and a minimum of 
eumfort. Sometimes new garments are needed ; 
for example, when the Guild sees to the requirements 
of a girl at boarding-school it makes sure that she 
shall have the same kind of outfit as her schoolfellows. 
Nevertheless money is only a small part of the need 
felt at the clothes room; and whatever is sent to 
it—from evening dresses to coal-scuttles—the sender 
may rest assured that it will be put to the best use 
by those in charge of the department. Of late years 
many have become increasingly aware of the claims 
of the unemployed, and the competition of such 
admirable organisations as the Personal Service 
League has in fact lessened the never-sufficient flow 
of clothing and gifts to the Guild. But often the 
discarded dresses and suits and undergarments of 
professional people are definitely more suitable for 
the dependants of doctors than for the unemployed 
in general; and if the situation of such recipients 
vere better known many of us would probably be 
glad to pass on our clothes #t a less advanced stage 
of degeneration. It is not only clothes that are 
wanted ; curtains, bits of carpet, blankets, sheets, 
towels, toys—any of these things may make a big 
difference to old people who have known better 
times or young ones who have not. At this time of 
year, however, the first and foremost need is warmth, 





and anyone who can produce a warm coat or an 
eiderdown or a boy’s jersey could not do better than 
send it at once to the Ladies Guild of the R.M.B.F. 
at B.M.A. House, Tavistock-square, London, W.C.1. 


CHRONIC GASTRITIS AND PERNICIOUS ANAMIA 


IN pernicious anwmia Castle’s intrinsic factor is 
not produced by the patient’s stomach, and there is 
a complete achlorhydria which usually persists 
indefinitely in spite of treatment. Fifty years ago 
Fenwick showed that the gastric mucosa, at least 
during a relapse, is atrophic, and the atrophy has 
since been regularly demonstrated by pathological 
and gastroscopic observations. Those are established 
facts, and they are commonly taken to mean that the 
gastric mucosa, congenitally defective or progressively 
damaged by gastritis, first loses its acid-secreting 
power and then its power of secreting intrinsic factor, 
at which stage pernicious anemia appears secondary 
to the gastric defect, which is permanent and 
irreparable. This working hypothesis, however, has 
recently been somewhat shaken. Jones, Benedict, 
and Hampton,’ from Harvard, describe 5 interesting 
cases of pernicious an#mia in which repeated gastro- 
scopic examinations were made, and in 3 of the 5 
were checked at operation by direct inspection and 
biopsy. They found atrophic changes in some cases, 
but hypertrophic changes in others, and what is more 
important, they have good evidence that these 
stomachs reverted strikingly towards normal when 
the pernicious anemia remitted under treatment. 
If that is confirmed, it means that the structural 
changes in the gastric mucosa in pernicious anz#mia 
are reversible, as the lingual changes in both pernicious 
anemia and sprue are already known to be. If so, 
they can scarcely be a congenital defect, and are not 
easily explained as “inflammatory” in the classical 
pathological sense. The door is open for the suggestion 
that some sort of nutritive deficiency may determine 
them, and the suggestion is forthcoming, by analogy, 


* Jones, CO. M., Benedict, E. B., and Hampton, A. O.: Amer; 
Jour. Med. Sci., November, 1935, p. 596. 
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from Miller and Rhoads,? who, by feeding swine 
on deficient diets, have caused acid and intrinsic 
factor to disappear from their gastric juice; they 
are not yet vertain whether they have induced 
atrophic changes in the gastric mucosa at the same 
time. Whether it proves directly applicable to the 
pernicious anzmia problem or not, this work is of 
great value for directing attention to the influence of 
dietary factors on the structure and function of 
mucous membranes in general, a subject well worth 
further investigation. 


A JOURNAL FOR THE PUBLIC DENTAL OFFICER 


WE have received a copy of the first number of the 
West Riding Dental Journal, the first dental journal 
in this country to be issued expressly for the public 
dental officer. It is published by the dental staff 
of the West Riding County Council of Yorkshire 
with the laudable object of coérdinating the medical 
and dental services in the riding. This issve opens 
with a series of excerpts from various reports which 
illustrate some of the salient features of school 
dentistry as well as the variation in methods adopted 
in different areas. A number of abstracts from 
current literature on the subject of school dentistry 
should prove helpful to the dental staff. Propaganda 
plays an essential part in securing the popularity 
of the school dental service and a committee of school 
dental officers in the West Riding has been considering 
this problem and their report is published here. 
We congratulate the West Riding authority on their 
enterprise. 


THE MANIC-DEPRESSIVE AT LARGE 


AT Tuesday’s meeting of the Society for the Study 
of Inebriety an enlightening account of the inter- 
relations between alcoholism, crime, and manic- 
depressive disorder was given by Dr. W. Norwood 
East, a commissioner of prisons. His paper appears 
in full on p. 161 of this issue. Dr. H. J. Norman, 
who followed him, expressed surprise that no one 
before Kraepelin should have given a really adequate 
description of the disorder. While the acute phase 
lasts there is no difficulty, even for the layman, in 
deciding that the person is insane, but at the beginning 
of a phase the question of diagnosis may not be at 
all easy ; and when the phases are of brief duration, 
the symptoms may no longer be obvious when the 
individual comes under observation. Still greater is 
the difficulty when the morbid cycle is of the mild 
or cyclothymic type, in which eccentricities of conduct, 
even to a criminal extent, may occur, especially if 
self-control is still further impaired by alcoholic 
excess, The taking of alcohol to excess, often merely 
a symptom, is definitely so in some of these persons. 
As Clouston had pointed out, the morbid craving 
may be coincident with the period of depression, 
but far more commonly with the beginning of the 
periods of exaltation. Dr. Norman agrees with Dr. 
East that crimes of violence are committed much 
more frequently by the depressives; but it is the 
excited and exalted subjects who give the greatest 
amount of trouble by their mischievousness, malice, 
perversion of the truth, intractibility, and destructive- 
ness. For this reason those who have charge of 
manic-depressives often welcome, with a sigh of 
relief, the onset of the depressive phase. Dr. Norman 
admitted that the treatment of manic-depressive 
disorder is unsatisfactory. When its etiology is 
discovered, it may be possible to devise efficient 


* Miller, D. K., and Rhoads, C. P. : 
xiv., 153. 
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therapeutic measures. Psychological treatment has 
not been successful. Dr. Norman said he was in full 
accord with Dr. East that imprisonment may be the 
only means of protecting the manic-depressive 
alcoholist from himself—if he does not 
certifiably of unsound mind. But since anyone has 
the right to drink himself paralytic and poverty- 
stricken, the question of treatment becomes a forensic 
one. Some more effective means might, Dr. Norman 
thinks, be found to limit the right of the individual 
to do mischief to himself and to others—something, 
it may be, on the lines of the “ family council” 
whereby a person is placed indeterminately under 
care and until such time as he can make his conduct 
approximate to that of the normal citizen. Clouston 
had insisted that the legislature must provide some 
remedy for this great evil to society and the intolerable 
hardship to relatives. ‘Something,’ Dr. Norman 
concluded, ** might even have been made of Nero if, 
instead of being pandered to and given unlimited 
power, his liberty had been restricted and he had 
been compelled to obey for a longer period the wise 
counsels of Seneca and of Burrus. He might really 


become 


have become a good violinist or a competent 
charioteer and thus fulfilled two of his ambitions 


instead of providing an example for incendiaries and 
multiple murderers.”’ 


PAIN FROM THE BILE-DUCTS 


Tat biliary pain is sometimes due to dyskinesia 
of the muscle of the ampulla of Vater has been 
known for some time, and Dr. Charles Newman's 
Goulstonian Jectures of 1933 made it clear that the 
two main types of disorder—the spastic and the 
atonic—are of everyday occurrence and everyday 
importance.’ Hitherto the condition has been studied 
mainly by physicians and physiologists, and it is 


surprising that surgeons have not taken more 
interest in what is, after all, one of the common 


causes of symptoms persisting after cholecystectomy. 
The deficiency in surgical investigation has now been 
remedied, however, by Best and Hicken,? who have 
confirmed previous observations, and have demon- 
strated the spasm of the ampulla muscle after 
cholecystectomy by filling the bile-duct system with 
radio-opaque oil. The complete obstruction to the 
, flow of bile and its purely spasmodic nature are well 
shown by the photographs they reproduce, and their 
work is a pretty demonstration of the rightness of 
conclusions drawn from the results of indirect investi 
gation with the duodenal tube and from the beneficial 
effects of paralysing the muscle with atropine. There 
can now be no doubt that a purely functional spasm 
may lead to complete obstruction of the common 
bile-duct, and to considerable pain and digestive 
disturbance. One of the causes of this spasm is 
cholecystectomy, and it is the explanation of many 
instances of continued symptoms after operation. 
Best and Hicken also recognise, of course, that gall- 
stones and cholecystitis may reflexly cause such a 
spasm, but in their more surgical material have 
naturally taken less account of its origin in such 
conditions as duodenal ulcer, or of the commoner 
‘primary *’ cases in which there is a more wide- 
spread state of vagal over-stimulation, attributable 
to ‘‘ constitutional’ causes. For the same reason 
they lay less emphasis than other writers on the 
value of sedative therapy with belladonna; but as a 
matter of fact it is remarkably successful in these 


* THE LANCET, 1933, i., 785, 841, 896, and 915. 
* Best, B. R., and Hicken, N. F.: Surg., Gyn., and Obst., 
December, 1935, p. 72 
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surgical’ cases. Insistence on the importance of 
functional, as well as organic, abnormalities has led 
to the relief of hitherto intractable symptoms arising 
from the extra-hepatic biliary system, and there 
must be other clinical problems in which it would 
be equally helpful. 


A MENINGEAL FORM OF WEIL’S DISEASE 


UNDER the name of “‘ spirochétose méningée pure ” 
French writers have been familiar since 1918 with a 
remarkable manifestation of human infection with 
Leptospira icterohemorrhagie which seems to have 
escaped attention in this country and in Germany. 
It takes the form of a mild or moderate meningeal 
syndrome often accompanied by conjunctival suf- 
fusion, herpes labialis, and pyrexia.! The cerebro- 
spinal fluid shows only a slight increase in protein 
but a very large increase in cells, the majority of 
which are lymphocytes ; counts up to 400 per c.mm. 
are on record. Jaundice may be present in this 
meningeal form of Weil’s disease, but quite a number 
of cases are quoted in which there was no jaundice 
at all-and in which conjunctival suffusion and a 
history of immersion in polluted water were the only 
pointers to the true nature of the disease. The 
cerebro-spinal fluid contains agglutinins for L. ictero- 
hemorrhagie but their titre is much lower than in 
the blood. Guinea-pigs have been infected with 
blood and urine from pure meningeal cases. Where 
there is no jaundice or renal insufficiency the prognosis 
is highly favourable, and there appear to be no 
sequelae. In view of the known existence of Weil’s 
disease in this country among sewer-workers, canal- 
workers, coal-miners, and handlers of fish, the possi- 
bility of this meningeal form of the disease should 
be kept in mind, and it should not be necessary to 
wait for the appearance of jaundice before suspecting 
the possibility of leptospiral infection. 


“CROCODILE TEARS” 


In 1905 H. K. Anderson ? found that after excision 
of the ciliary ganglion the cut preganglionic fibres 
regenerated along the paths of the permanently 
destroyed postganglionic fibres and became functional. 
This was contrary to the accepted teaching of the 
time, which Anderson himself had helped to establish, 
that removal of autonomic ganglia was never followed 
by the least recovery, The probable explanation of 
the anomaly is now well known, and the laws of 
regeneration have been found to rest upon physio- 
logical rather than anatomical foundations. Trans- 
mission of nerve impulses across ganglia from pre- 
ganglionic to postganglionic fibre is almost certainly 
achieved by the former liberating an agetylcholine- 
like substance which stimulates the latter and sets 
up new impulses. The preganglionic fibres are said 
to be ‘cholinergic.’ The postganglionic fibres, 
however, are of two kinds. Some of them stimulate 
the organs in which they end by liberating the same 
substance as do the preganglionic fibres, but others 
liberate an adrenaline-like substance. These last are 
said to be “adrenergic.” The law of regeneration is 
that cut cholinergic fibres will, on regeneration, join 
up to old cholinergic end-points, but not to adrenergic 
end-points. Previous to Anderson’s experiment, all 
ganglia which had been experimentally excised had 
had adrenergic postganglionic fibres, and these could 
not have been replaced by the cholinergic pregangiicnic 


* Marie, J., and Gabriel, P., et al.: Bull. et mém. Soc. méd. 
HOp. de Paris, Nov. 18th, 1935, p. 1454; Mollaret, P.,et al.: Ibid., 
Dec, 9th. 


* Jour. Physiol., 1905, xxxiii., 156, 414. 
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outgrowths. The ciliary ganglion, however, is now 
known to have cholinergic postganglionic efferents, 
and the manner of their replacement occasions no 
surprise (H. H. Dale *). 

This theoretical background is implied in Mr. I. A. 
Tumarkin’s interesting note (on p. 26 of our issue of 
Jan. 4th) on the syndrome of crocodile tears, when 
this occurs as a late sequel of Bell's palsy. He 
explains it on the ground of abnormal regeneration— 
“the nerve having undergone degeneration, new 
axons are pushing their way out seeking their various 
destinations. Unfortunately some are diverted, and 
find their way to the wrong muscle or gland.” The 
same theory had been advanced * by V. Uprus, 
J. B. Gaylor, and E. A. Carmichael to explain the 
recurrence of localised flushing and sweating after 
eating ; they, as well as Mr. Tumarkin, drew attention 
to the fact that the best authenticated cases of 
crocodile tears followed a primary lesion in the region 
of the geniculate ganglion. The theory lacks actual 
proof, but the investigation carried out by the three 
authors named on a similar syndrome is extremely 
suggestive. The diagnostic importance of the theory 
is pointed out by Mr. Tumarkin, who gives details 
of the ‘fantastic course” pursued by the fibres 
causing lacrymal secretion. It is interesting to recall 
that this course was not always accepted, and that 
the general opinion was that the secretory nerves 
originated with the fibres of the fifth nerve. In 1902 
Sir John Parsons published a review ° of the available 
anatomical, embryological, physiological, and patho- 
logical evidence on the point, and himself inclined to 
the view, now accepted, that they belonged to the 
seventh nerve. From the theoretical point of view, 
their important feature is that they are cholinergic. 
That other cholinergic fibres run in the seventh nerve 
is undoubted, for instance, vasodilator and secretory 
fibres to the submaxillary gland and various parts 
of the mouth, nose, and pharynx. If any of these, 
after section, grew down into the lacrymal gland, 
then an afferent stimulus giving rise (say) to salivary 
secretion would also cause lacrymation. There can 
be little doubt that this is what actually occurs. 


ETHER CONVULSIONS 


ONcE more that puzzling and dangerous com- 
plication, ether convulsions, has been the cause of a 
coroner’s inquiry. On Dec. 3lst at Camberwell, Dr. 
Douglas Cowburn inquired into the death of a woman, 
aged 53, who had been operated on for an abdominal 
growth. The convulsions began about an hour after 
the commencement of the operation, starting in the 
usual way with twitchings of the facial muscles. 
The ether used was proved to be pure, and in this 
and in other details the case does not differ from 
those previously described, though the age of the 
patient is rather above what is usual, and it is not 
reported that the patient had a septic focus or a 
high temperature—two features often observed. 
The convulsions are of course not always fatal, and 
many recoveries are on record. The last fatal case 
of which we have information occurred in London 
last summer, and it has been noted by Dr. Charles 
Hadfield that these fatalities are commoner in the 
warm months. This fits in with the latest theory of 
causation, put forward by Mr. Dickson Wright *— 
namely, that they are due to heat-stroke. He points 
out that in operating theatres to-day not only is 
the atmosphere kept warm but the patient, often 

* Proc. Roy. Soc. Med., 1935, xxviii., 15. 
* Brain, 1934, Ivii., 443 


* Roy. Lond. Ophth. Hosp. Rep., 1902, xv., pt. ii. 
* Brit. Med. Jour., 1935, i., 949 
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already pyrexial, lies on a table heated by electricity 
or otherwise, and has probably had an injection of 


atropine which reduces heat-loss by abolishing 
secretion of sweat. Moreover, the ether vapour 


administered is often warmed. To those who share 
our disquiet about overheating and dehydration 7 
this theory is attractive ; but it cannot be said to 
fit the facts of all recorded Still less were 
these explained by the older suggestion that ether 
convulsions are due to impurities in the ether. 
This explanation indeed has been found untenable 
in almost every instance in which the ether has 
been carefully tested, although when it was first 
put forward by the late 8. R. Wilson of Manchester 
there was much to support it. Some time ago the 
Anesthetics Committee circulated a questionnaire to 
anesthetists in many parts of the world in the hope 
of getting some light thrown on the causation of the 
convulsions ; but the result was a complete dis- 
appointment. Continental anesthetists seemed never 
to have witnessed convuisions under ether, and 
neither Canada nor the United States of America 
was able to provide an explanation more satisfactory 
than those put forward in Great Britain. Perhaps 
the oddest feature of the ether convulsion is its com- 
paratively recent appearance. Ether was in use a 
number of years before 1912, when the first case was 
reported, and it is impossible to believe that the 
symptom could have escaped notice and description 
by anesthetists of the vast experience and powers of 
observation possessed by Frederic Hewitt. Dudley 
Buxton, Walter Tyrrell, and others of that day. 
From the assumption that it was a new symptom 
came the suggestion that it arises from new methods 
of administration ; yet this will not hold, for in some 
of the recorded cases the ether was given by the 
simple open-drop method. At present we must face 
the fact that ether convulsions, though still a rarity, 
are commoner than they were, and that their 
cause is unknown. 


cases, 


RELIEF OF ANGINAL PAIN 


EFFORT angina, and the rarer spasmodic angina 
which comes on at rest but is not dependent on 
coronary occlusion or myocardial infarction, are 
nearly always readily relieved by the quickly acting 
vasodilator drugs. In fact, effort angina may imme- 
diately disappear if at the first warning the patient 
rests; while a tablet of nitroglycerin may enable 
effort to be made in comfort which would otherwise 
be impossible. On the other hand, carefully con- 
trolled observation on many drugs has shown that 
their continuous administration is of no benefit, and 
it is therefore surprising to read a report which claims 


for one of these not only the dramatic relief of 
paroxysmal cardiac pain but also its prevention 
when taken continuously. The drug is Amino- 


phylline or Euphyllin, and Dr. J. F. Quigley * describes 
its successful use for angina and also other forms of 


cardiac disturbances—though he makes no clear 
distinction between angina of effort, spasmodic 


angina, and myocardial infarction. The total amount 
of the drug used, in the form of tablets and injections, 
is stated, but not the total number of patients treated ; 
notes on six cases (only four of which appear to have 
had some form of angina) are given, and it is admitted 
that the action in two of these was unfavourable. 
It is difficult to accept the view that a cardiae pain 
which does not respond to amy] nitrite will be relieved 
by a much less powerful vasodilator ; yet this claim 


7 THE LANCET, 1933, i., 95. 
* Prescriber, 1935, xxix., 197. 
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arises from one of the successful cases, in which an 
agonising attack which had lasted an hour was com- 
pletely relieved before the intravenous injection 
of 10 c.cm. of aminophyllin had been completed. 
Dr. Quigley gives some clinical criteria for the dif- 
ferentiation of ‘‘ angina pectoris,’ by which is pre- 
sumably meant effort angina, and ‘*‘ coronary disease,” 
which may be taken to mean coronary occlusion or 
myocardial infarction. The description of the former 
as frequently unbearable is somewhat out of date ; 
it would be better to say that it is usually mild ; 
and to say no more of the treatment of myocardial 
infarction by morphia than that it may be of little 
help is rather an understatement of its value. The 
evidence so far available suggests that in the treat- 
ment of angina of effort (including spasmodic angina) 
there is nothing which nearly approaches the nitrites ; 
and for most cases of myocardial infarction morphia 
is of the greatest use. Dr. Quigley’s present report 
does not justify any modification of this generally 
accepted opinion. 


SERUM TREATMENT OF STREPTOCOCCAL 
INFECTIONS 


THE hemolytic streptococci pathogenic for man 
comprise a number of diverse antigenic types. Their 
full number is as yet unknown, but they appear to 
be numerous, for F. Griffith? has already succeeded 
in identifying 27. These streptococci produce disease 
in virtue of two attributes, the ability to elaborate 
toxin and the power to invade the tissues. 
strains owe their pathogenicity almost exclusively to 
their ability to produce toxin—the scarlet fever 
strains, for example. Others depend largely, if not 
entirely, on invasiveness. Between these two extremes 
come strains whose pathogenicity is a product of 
both these factors. The truth of this is reflected in 
the results obtained in the treatment of streptococcal 
disease with antitoxie sera. If one excludes scarlet 
fever—in which condition streptococcal antitoxin has 
proved its eflicacy—it has to be admitted that the 
use of this type of serum has given disappointing 
results. In some cases the results have been excellent, 
but in many others the serum has been without 
effect. To combat infections due to the invasive 
type of strain one must use an antibacterial serum, 
and unfortunately efficient sera of this type are not 
available. The polyvalent antisera 
prepared in the past have not been a success ; but 
when one remembers the great variety of antigenic 
types presented by the haemolytic streptococci, and 
that a serum of the antibacterial type to be effective 
must antibody, this lack of 
success is not surprising. Whether the future will 
produce a satisfactory serum of this type it is too 
early to predict ; at the moment the logical outcome 
of recent research would seem to indicate a polyvalent 
serum prepared against a very large collection of 
strains. In the meantime, however, we are not 
entirely powerless against this type of streptococal 
infection. A note by Dr. Hendry and Dr. Griffiths, 
appearing elsewhere in this issue, describes a 
which was successfully treated by immuno-transfusion. 
The patient, a woman infected with a highly invasive 
strain of streptococcus, received four injections of 
streptococcal antitoxin without material benefit. Her 
husband was then immunised with the strain which 
had been isolated and the patient was treated with 
whole blood from the immunised donor. Seven 
injections of l5¢.cm. were given, and each 
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occasion they were followed by great improvement, 
the patient making a good recovery. Admittedly 
this is only one case, and Hendry and Griffiths 
consider that possibly the whole blood was effective 
in virtue of its complement content. In support of 
this contention is the report of good results which 
sometimes follow transfusion with blood from normal 
healthy donors. A recent paper by Stahl? gives his 
experience of this form of treatment. But work by 
Ward and Lyons* in the United States has shown 
that the serum of healthy adults often contains 
antibody which is protective against one or more 
strains of hemolytic streptococcus, so that simple 
transfusions may sometimes be providing the appro- 
priate antibody as well as complement. This work 
suggested the possibility of using donors possessing 
the requisite antibody in the treatment of invasive 
streptococcal infections, and the procedure evolved, 
together with illustrative cases, is given in a paper 
by Lyons which has just been published.‘ Briefly, 
his method consists in matching the donor against 
the streptococcus obtained from the patient. This 
is done by testing sera from a number of prospective 
donors by an in-vitro phagocytic test and selecting 
for donor the one whose serum produces the greatest 
degree of phagocytosis of the patient’s streptococcus. 
And should the patient’s clinical condition suggest 
that toxin is playing some part in the production of 
symptoms, then antitoxin is given as well. Lyons’s 
work is still in its early stages and it will be interesting 
to see what sort of results he obtains with a more 
extended trial. But the method seems sound 
scientifically and well worthy of trial. 


POLIOMYELITIS VACCINATION: A WARNING 

Two forms of poliomyelitis vaccine are on trial 
in the United States.5 One of them, Kolmer’s, is a 
living virus attenuated by treatment with sodium 
ricinoleate ; the other, Brodie’s, is a virus killed 
with formalin. At the annual meeting of the American 
Public Health Association last October * it was agreed 
that Brodie’s formolised vaccine is safe, though not 
necessarily efficacious. It had been given to 8000 
persons, and though 1 of these had soon afterwards 
developed poliomyelitis there was reason to suppose 
the vaccine innocuous. On the other hand, of 
12,000 persons receiving Kolmer’s living attenuated 
virus a8 many as 9 had subsequently developed the 
disease; and, though Kolmer was convinced that 
all of them were already incubating the infection at 
the time of inoculation, his critics were by no means 
satisfied. Their doubts will be increased by a grave 
statement published in the Journal of the American 
Medical Association for Dec. 28th by Dr. J. P. Leake, 
medical director of the United States public heaith 
service. He summarises 12 cases, reported to the 
service, in which paralytic poliomyelitis has followed, 
at suggestive intervals, the injection of unnamed 
vaccines, A and B. Of the 9 having Vaccine A, 
5 died ; of the 3 having Vaccine B, 1 died: the ages 
of all but one were under ten years, and the deaths 
occurred 6-14 days after a first or second dose. 
Paralytic poliomyelitis was not endemic in any of 
the localities in question, and after estimating the 
probability of its accidental manifestation in vac- 
cinated persons Leake concludes that the likelihood 
of the whole series of cases being due to natural 
causes is extremely small, This likelihood is further 

* Stahl, R.: Med. Klin., Oct. 4th, 1935, p. 1302. 

* Ward, H. K., and Lyons, C.: Jour. Exp. Med., 1935, Ixi., 
515 and 531. 

* Lyons, C.: Jr. Amer. Med. Assoc., Dec. 14th, 1935, p. 1972. 

* See THE LANCET, 1935,i., 686; 1935, ii., 1131. 
* Ibid., 1935, ii., 1081, 
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reduced by the fact that in every case in which the 
sequence is known the level of the spinal cord first 
affected corresponds to the extremity into which 
the injection was made; that is to say, if the child 
was inoculated in an arm the paralysis developed in 
an arm, though not necessarily in the same arm. 
This is strong support, Leake adds, to other evidence 
that the virus of poliomyelitis is transmitted along 
nerve-fibres and not through blood or lymph; and 
he thinks the remarkably high fatality-rate may be 
attributable to close proximity between the part of 
the cord primarily infected and the nuclei corre- 
sponding to the muscles of respiration. His final 
conclusion is that ‘“‘ although any one of these cases 
may have been entirely unconnected with the vac- 
cine, the implication of the series as a whole is clear,” 
and many physicians may feel that it ‘* renders 
undesirable the further use of poliomyelitis virus for 
human vaccination at present.” 


THE centenary of the University of London will 
be celebrated this year, probably from about 
June 29th to July 3rd, when many visitors from 
overseas will be attending the congress of the uni- 
versities of the empire and the Anglo-American 
Historical Conference. 


PUBLIC response to Canon Sheppard’s broadcast 
appeal has ensured the despatch of a second British 
Red Cross Unit to Abyssinia for service on the north- 
western front. The general stores and the medical 
and surgical equipment and comforts will be com- 
pleted by Jan. 18th, and it is anticipated that the 
unit will leave this country in the following week. 

THe prizes for original research into rheumatism 
offered by the Soviet Government to the council of 
the Ligue Internationale Contre le Rhumatisme have 
been awarded to Dr. G. Kahlmeter (Stockholm), 
Dr. M. P. Weil (Paris), Dr. Ernst Freund (Vienna), 
and Dr. Bernard Schlesinger (London). As _ the 
prizes were offered by the Russian Government the 
communications submitted by Russian workers were 
not considered for the prizes; but those of Prof. 
Talalaef and Prof. Danischewsky were highly 
commended. 

We publish in another column an appeal for a 
recognition of the practical services of Dr. Rowland 
Fothergill on behalf of the medical profession in 
general, Dr. Fothergill’s activities have been mani- 
fested within the official working of the British 
Medical Association, but his voluntary labours, 
through the Association, have helped to the formation 
of an effective medical organisation under the National 
Insurance Acts. Dr. Fothergill is giving up practice, 
and this is therefore a particularly appropriate time 
at which to make practical acknowledgment of the 
dept due to him from all. A Fothergill Testimonial 
Fund has been opened and subscriptions should be 
directed to the treasurer of the Fund, B.M.A. House, 
Tavistock-square, London, W.C.1. 


SociETtTyY OF MEDICAL OFFICERS OF HEALTH.—A 
meeting of the fever hospital medical service group will be 
held at the house of the society, 1, Thornhaugh-street, 
Russell-square, London, W.C.,on Friday, Jan. 3lst,at4 P.m., 
when papers on the serum treatment of typhoid fever will 
be read by Mr. A, Felix, D.Sc., and Dr. C. J. McSweeney. 

Dr. James Fenton left on Jan. 10th to attend the first 
South African Health Congress to be held at Cape Town, 
from Feb. 3rd to 8th. He represents the Royal Sanitary 
Institute (of which he is chairman), the Royal College of 
Physicians of London, and the Society of Medical Officers 


of Health. 
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PROGNOSIS 


A Series of Signed Articles contributed by invitation 


LXXXV.—THE PROGNOSIS IN 
I 


THE causes of deafness may be broadly divided 
into (1) disease and degeneration of the perceptive 
apparatus, the cochlea, auditory nerve, and brain 
centres, the so-called nerve-deafness ; and (2) affections 
of the conducting mechanism, that is, of the external 
auditory meatus and of the tympanum with its 
adnexa. It is with the latter group which is by 
far the more common that we shall deal first. 

Conduction deafness is characterised, in distinction 
to nerve-deafness, by a greater loss of perception of 
low than of high tones of the scale, and by a greater 
loss of perception of sounds transmitted through the 
meatus, air-conduction, than of those transmitted 
by the bones of the skull, bone-conduction. Clinically, 
perception by bone-conduction may even seem to be 
better than normal, i.e., increased, though it appears 
from experiment in a perfectly sound-proof chamber 
that this is never actually the case. When the 
normal relation between air- and bone-conduction is 
so much altered that a tuning-fork is heard longer 
on the skull than at the meatus, Rinné’s test is 
said to be negative; in cases of unilateral deafness 
of this kind, a tuning-fork on the middle line of the 
cranium is usually heard more loudly in the deaf 
ear and Weber’s test is said to be to the affected 
side. But when the affection of the middle ear 
has only caused a slight diminution of hearing, not 
sufficient to invert the usual relation, Rinné’s test 
will still be positive. Again, in middle-ear disease 
of long standing, as well as normally in old people, 
there is a tendency to degeneration of the internal 
ear and bone-conduction becomes shortened. 


Obstruction of the External Auditory Meatus 

This is an obvious cause of deafness. Hearing 
remains unimpaired as long as a small chink remains 
by which air and sound-vibrations can reach the 
drum ; it is for this reason that the slow accumula- 
tion of wax often causes deafness of sudden onset. 
Deafness from obstruction by cerumen or eczematous 
debris is, of course, quickly relieved but, as these 
conditions are often accompanied by some degree of 
myringitis, the hearing does not always return to 
normal at once. The removal of foreign bodies may 
be easy or exceedingly difficult ; in order to avoid 
the danger of injuring the drum, a general anws- 
thetic is often advisable, especially for children, 
except in the simplest cases, and a post-aural incision 
may be necessary. The prognosis should not be too 
optimistic until it is seen that the drum is unhurt ; 
atresia may ensue if the meatus has been severely 
damaged. The meatus may be blocked by an exos- 
tosis, which here takes the form of a round peduneu- 
lated tumour ; hearing is fully restored by its removal 
which is usually best performed through a _ post- 
aural incision. In cases of hyperostosis of the meatus, 
a condition in which three sessile bony outgrowths 
contract the meatus to a Y-shaped slit, the prognosis 
must be very guarded; removal is difficult and 
liable to be followed by stenosis, and the condition 
is apt to be accompanied by signs of nerve-deafness ; 
it is usually wise to be content with keeping the 
meatal passage clear of debris, and fortunately the 
growth is very slow and rarely causes complete 
obstruction. The dilatation of stenosis due to injury 
is tedious and relapse is common, but it is possible 
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to restore a lumen sufficient for normal hearing : 
when, however, the meatus is completely occluded 
by scarring, the prognosis becomes uncertain, because 
it is impossible to know beforehand to what ex®ent 
the tympanum has been damaged by the original 
traumatism. Congenital absence or atresia of the 
meatus is so often associated with malformation of 
the middle and/or internal ear that it is only worth 
while to attempt to make a meatus by plastic methods 
in the rare cases where the deformity is bilateral and 
bone-conducted sounds are well heard. 


Deafness Due to Inflammatory Causes 

With the exception of otosclerosis, a peculiar torm 
of deafness to be considered later, the disease of the 
middle ear which causes deafness is almost always 
of the nature of an inflammation which passes along 
the Eustachian tube from the nasopharynx, and which 
shows an infinite variety of acuteness and virulence. 
The principal site of incidence of the inflammation, 
and of any resulting fibrosis, also varies, so that either 
the Eustachian tube, the drum-membrane, or the 
inner tympanic wall may bear the brunt of the 
damage ; a lesion of the first is generally the most 
curable, while fibrosis in the region of the fenestra 
causes the most severe and intractable forms of 
middle-ear deafness. It was formerly considered 
certain that the important path by which sound. 
vibrations are conducted to the cochlea is by way 
of the membrana tympani and chain of ossicles, but 
of recent years considerable doubt has been thrown 
upon this, and the theory has gained ground that 
the chief function of the ossicular chain is to damp 
and regulate the sounds, 

ACUTE SUPPURATIVE OTITIS 

The more virulent forms of inflammation usually 
produce a simple acute suppurative otitis; if 
infection be still more virulent, or be favoured 
by anatomical or constitutional factors, mastoid- 
itis supervenes; in the most severe types, 
cially in those associated with the specific fevers 
such as scarlet fever, measles, or influenza in 
certain epidemics, the severe complications occur : 
sinus-thrombosis, cerebral meningitis, and 
labyrinthitis, the two latter causing severe deafness 
from damage of the internal ear, and all causing 
danger to life with which we are not here concerned. 
In the great majority of cases acute suppuration 
heals within three or four weeks under proper atten- 
tion, and fortunately often even without it, leaving 
a healed membrane with a barely visible scar and no 
noticeable deafness, though some slight impairment 
compared with the other ear can more often be 
detected by careful tests. By proper attention is 
meant timely incision of the membrane when 
spontaneous perforation is delayed, and strict 
cleanliness of the meatus to avoid secondary infection. 
If the discharge fails to diminish in from two to three 
weeks, any nasopharyngeal infection must be treated, 
and especially should adenoids be removed in children 
and young people, for the ear will often become 
dry in a few days after this operation. If this treat- 
ment fails or is not indicated, and suppuration 
persists undiminished for three or four weeks, the 
simple mastoid operation should undoubtedly be 
performed even in the absence of all other symptoms ; 
apart from the danger to life from the persistence 
of the suppuration (and quite extensive disease is 
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abscess, 
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usually found in these cases) operation at this stage 
may be relied on in nearly all instances to leave an 
ear with an intact drum and little or no impairment 
of hearing. The longer that suppuration persists 
after four weeks, the more likely is deafness to result, 
and the greater probability is there of a permanent 
perforation of the drum which conduces to recurrence 
of ghe attacks. 
ACUTE CATARRHAL OTITIS 

Acute catarrhal otitis is the result of a less active 
inflammation and may show all grades of severity 
from a tympanum full of serous or mucoid fluid to 
a slight impairment of the patency of the Eustachian 
tube. As pain and constitutional disturbance are 
less marked, deafness is here a more obvious symptom ; 
the patient often complains that his own voice 
echoes or sounds unduly loud, and musical tones are 
frequently heard out of tune which is a serious matter 
for musicians. Clinically, there may be much 
obstruction of the tube with or without secretion in 
the tympanum, or the latter may be full of fluid 
without any great Eustachian obstruction. Inflation 
gives marked relief; in young children politzerisa- 
tion must suffice, but in adults inflation with the 
catheter is preferable. This must usually be repeated 
at intervals of one, two, or three days for some six 
to twelve times before cure is obtained. A single 
attack of acute catarrhal otitis nearly always ends 
in complete recovery of hearing, and often without 
treatment, but in some the hearing is left impaired ; 
hence the importance of treating and keeping under 
observation all such cases until restoration is complete. 
Unfortunately attacks are liable to recur and some- 
times to follow every cold, especiaily in children and 
young adults. This is a very frequent cause of 
chronic deafness, and every effort should be made 
to find and treat any predisposing cause in the nose 
or nasopharynx; adenoids are of all affections the 
most likely to be the source of trouble, but unhealthy 
tonsils, sinusitis, and nasal obstruction must not be 
overlooked. This does not mean that every septal 
deviation or spur should be removed, for here 
considerable judgment is required, but it is all- 
important that a healthy condition of the nose and 
throat be obtained. Occasionally an acute catarrhal 
otitis fails to clear up and a subacute condition 
remains in which a collection of fluid tends to persist 
in the tympanum. In such cases it is useful to suck 
out the fluid at regular intervals by means of a 
Weber-Liel tube passed along the Eustachian catheter, 
but if this fails to prevent its accumulation, the drum 
should be incised with careful antiseptic precautions 
and the secretion, usually a thick mucus, blown out 
with the catheter. This may seem a drastic form 
of treatment for a non-suppurative condition but, 
if it be allowed to persist, the hearing will be per- 
manently damaged. Although the majority of cases 
of acute middle-ear inflammation recover without 
permanent deafness, the minority who suffer lasting 
damage are sufliciently numerous to form a large and 
important class of the community ; frequently this 
is the result of severe destruction caused by scarlet 
fever. Closer attention to the acute forms of aural 
disease has already done much, but can do much 
more, to diminish their number; the public needs 
education on the importance of seeking skilled 
attention in these conditions, and especially on the 
harm which results from neglecting earaches in 
childhood, 

CHRONIC MIDDLE-EAR DEAFNESS 

Chronic middle-ear deafness may be the result of 

damage caused by former suppuration. Its degree 
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yaries greatly with the site of the principal lesion ; 
a perforation of the drum may be attended by surpris- 
ingly little disability, while fibrosis and adhesions 
within the tympanum, especially about the fenestra, 
cause severe deafness. This fibrosis is very similar 
to the state of affairs found in non-suppurative 
chronic middle-ear catarrh, but with this difference, 
that it is usually not progressive. In some large 
perforations an “artificial drum’ composed of a 
disc of cotton-wool moistened with liquid paraffin 
gives marked improvement of hearing. After the 
radical mastoid operation has been performed, the 
hearing is always below normal, but the effect of 
the operation is very variable and is difficult to 
estimate beforehand; if deafness is severe before 
operation, and especially when the ear is blocked by 
cholesteatoma or granulations, the hearing will 
probably be somewhat improved but, if the hearing 
has previously been fairly good, it is likely to be made 
worse. It is important, while operating, carefully to 
respect the inner tympanic wall in order to avoid 
scarring in this region. 

CHRONIC CATARRHAL OTITIS 

The commonest cause of chronic deafness is chronic 
eatarrhal otitis, which is sometimes labelled chronic 
hypertrophic or chronic hyperplastic catarrh according 
to whether the principal lesion is thought to be a 
thickening of the mucosa or the formation of fibrous 
tissue ; in any case they seem to represent different 
stages of the same process. The affection is probably 
always caused by former, usually repeated, attacks 
of acute or subacute catarrh, but, as the onset is 
very gradual and the normal perception is greater 
than is required in civilised life, patients seldom 
come for treatment until the deafness is advanced, 
while the attacks of otitis which have initiated the 
process frequently have occurred in childhood or 
youth and have been forgotten. The deafness 
usually tends slowly to increase, but there may be 
long intervals, even of many years, without pro- 
gression, making it difficult to evaluate the effect 
of treatment. Attempts have been made in the 
past to remove scar-tissue and to loosen adherent 
ossicles by operation, but, apart from the danger 
of causing suppuration, results have not been 
permanent and such operations have been aban- 


doned. Indeed, there is as yet no method 
of influencing fibrosis within the tympanum ; 
obstruction in the Eustachian tube can, however, 


be favourably affected and, in some cases, cured by 
such treatment as the use of Eustachian catheters, 
bougies, and topical applications, and not infrequently 
inflation has a beneficial effect on the hearing even 
in the absence of noticeable obstruction. If a short 
tentative course of such treatment is found to produce 
progressive improvement, it should be persevered in 
as long as improvement continues; in this way a 
considerable proportion of cases can be brought to 
a higher level of hearing, and maintained there by 
occasional repetition of treatment. A short trial 
of such methods is always worth while, and some- 
times gives improvement in unexpected 
Mechanical oto-massage sometimes gives subjective 
relief, but is seldom found to produce a real or lasting 
improvement. Massage by means of sound waves, as 
produced by the electrophonoide of Ziind-Burguet, is 
warmly advocated by some ; it demands a long course 
of treatment and speedy relapse seems to be frequent. 


cases. 


HAROLD BARWELL, M.B., F.R.C.S., 


Consulting Surgeon for Diseases of the Throat 
and Ear to St. George’s Hospital. 


(To be concluded) 
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ALCOHOLISM AND CRIME 


IN RELATION TO MANIC-DEPRESSIVE 
DISORDER * 


By W. Norwoop East, M.D., F.R.C.P. Lond. 


H.M. COMMISSIONER OF PRISONS 


THE terms mania and melancholia were used 
formerly to differentiate mental states which were 
looked upon as separate disease entities. Later, 
it was recognised that periods of mania and melan- 
cholia, of mental elation and mental depression, 
might occur as two stages in the same disease, and 
Kraepelin in 1896 introduced the concept of a manic- 
depressive disorder. It is unnecessary here to consider 
the various types of mental alienation which Kraepelin 
included in this term. He emphasised the important 
fact that although attacks might oceur throughout 
the life of the individual they were not followed by 
pronounced mental enfeeblement. Indeed, the subjects 
of the disorder are frequently of good intelligence. 
Kraepelin associated the condition with symptoms of 
physical deterioration, but Kretschmer, Rehm, and 
others have found themselves unable to accept this 
view. Kretschmer seeks to connect certain physical 
states with psychological types and considers manic- 
depressive disorder to be associated with the pyknic 
physique. 

A hereditary predisposition to mental disorder is an 
important «etiological factor in many manic-depressive 
subjects, and cases can be conveniently divided into 
two main groups. In one, the attacks appear to arise 
without any apparent cause; in the other, to be 
determined by a constitutional inability of the patient 
to adjust himself to accidental happenings which 
would present no such difficulty to a normal person. 

The disorder consists of three phases: a state of 
mental depression, of mental exaltation, and a 
subsequent period of normal mental health. These 
phases may occur in variable order and may last 
for varying periods, and occur at irregular intervals. 
In both the depressed and exalted phases three 
fundamental symptoms are to be noted. In the 
depressed phase emotional depression, psychomotor 
retardation, and difficulty in thinking ; in the exalted 
phase, emotional elation, psychomotor activity, and a 
rapid flight of ideas. In the depressed phase the 
patient experiences mental pain, the bodily move- 
ments and thought processes are slow, but conscious- 
ness is retained ; the subject is aware of his surround- 
ings and is often able to appreciate that he is mentally 
ill. In the exalted phase the patient has an 
exaggerated sense of well-being; he is over-active, 
restless, excitable, inconsistent, and changeable, 
and may be unable to exercise self-control. His 
memory may be clear, but his judgment is impaired 
and he does not realise that he is ill. 

This brief outline of symptoms will require amend- 
ment if the disorder is present in an aggravated form. 
The most profound degrees of melancholia with 
stupor, delusions, and hallucinations may then be 
present ; and in the alternating phase intense excite- 
ment, violence, and incoherence with delusions and 
hallucinations. On the other hand, the symptoms 
may be so slight in the milder cases as to escape notice 
either by the patient or his friends and associates, 





* A paper opening a discussion at the Society for the Study of 
Inebriety on Jan. 14th, 1936. 
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and may pass by imperceptible gradations into 
normality. It is of particular medico-legal importance 
to remember that the temperamental level of many 
normal persons is not constant but rises and falls 
to lesser or greater heights from time to time, and 
it is a common experience to find among our personal 
friends and acquaintances some who for no assignable 
cause have their good and bad days according to the 
measure of their emotional variations. 


Association with Crime 


It will be apparent from these facts that the 
relationship of alcoholism and crime to manic- 
depressive disorder may be clear and unequivocal 
when the abnormal mental state is well-defined, 
but may be determined only by a skilled observer 
when normality is approached. How difficult it may 
be to form a correct opinion in the latter type of case 
was forcibly impressed on my mind many years ago 
when carrying out observations on prisoners who had 
been remanded from the police-courts on charges of 
attempted suicide, and in whom mental depression 
was attributable to external factors and alcohol had 
had been consumed in order to combat the affective 
state. A true assessment of the mental condition 
in such cases is important as a guide to the future, 
because manic-depressive disorder, it will be 
remembered, is recurrent. It should be remembered 
also in this connexion that an attempt at suicide in 
England is a misdemeanour for which a considerable 
sentence of imprisonment may be imposed, Further, 
in pre-war years, particularly it was frequently 
associated with alcoholism. 

Crime, however, is associated with both major and 
minor manic-depressive states apart from alcoholism. 
Here again prolonged observation may be necessary 
before the mental condition underlying anti-social 
conduct can be disclosed. It must be noted also that 
criminal conduct in a manic-depressive subject may 
be unconnected with the abnormal phases of his life. 

For example, a youth 20 years of age was sentenced 
to detention in a Borstal institution for stealing a motor- 
car. He was of foreign parentage and nothing of medical 
importance in the family history was admitted. He 
stated that his mother died when he was fifteen years 
old, and that he was much depressed at the time in con- 
sequence, and had suffered from at least five attacks of 
depression since then. He went to the United States of 
America and obtained work on a farm but stole a horse 
and was convicted and sent to an industrial school. He 
worked as a labourer on attaining his discharge, but in a 
few months was reconvicted for robbery and returned to 
the school. He was convicted later for stealing a motor- 
car and was deported to England. On arrival he stole 
a car with a man he became acquainted with on the 
voyage ; they were arrested, and he received the current 
sentence. Immediately after arrest he came under the 
observation of experienced prison medical officers, and 
his mental condition was considered to be normal. A 
few months later he became rather unusually 
tempered and friendly ; he was boisterous and appeared 
to have a surplus of energy. 
less aggressively purposeful. 


good- 


In a few weeks he became 
As time passed, although 
he continued to work well in the institution, he became 
quiet, disregarded his companions, and was unintérested 
in his surroundings. Two months later he became again 
unsettled, restless, talkative, aggressive, and mischievous. 
His memory at this time was unusually retentive, and a 
press of activity was noticed at work and throughout the 
various duties of the day. This phase passed off in a 
few weeks and he regained his normal mental level. 


So far there has been no evidence to connect the 
criminal conduct directly with the mental disorder, 
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But it should be observed that some manic-depressive 
subjects are eccentric and unstable when they have 
attained their normal mental health and are then 
potential delinquents as a result of their mental 
constitution, 

Manic-depressive disorder gives rise to criminal 
conduct apart from alcoholism. In one case a 
strictly abstemious man who had suffered from three 
previous attacks killed his wife in the depressed phase 
of a subsequent attack. ‘The murder was unconnected 
with alcohol. The most important point to note 
here is the fact that crimes of violence are more 
frequent in depressed than in exalted states. I 
have pointed out elsewhere! that in a series of 53 
depressed law-breakers 34 committed crimes of 
violence, and in a series of 52 exalted subjects only 
7 were so convicted. Recent figures of insane 
homicides at Broadmoor criminal lunatic asylum 
show that 62 murders were associated with melan- 
cholia and 28 with mania. 

It is generally accepted by those who are concerned 
with the administration of justice, and with the 
administration of penal institutions, that the propor- 
tion of first offenders who commit crime again is 
relatively small. It is also generally accepted that 
many others soon acquire a habit to commit crime 
which may be unconquerable. A manic-depressive 
subject may pass through phases of the disorder 
without committing any offence although some 
attacks are associated with crime, but personal 
experience leads me to believe that when the disorder 
is associated with alcohol the tendency io commit 
crime is materially increased. Further, the fact 
that crime was repeatedly associated in the same 
subject with manic-depressive disorder would lead 
me to consider whether alcohol was a contributory 
influence. 

When repeated crimes are due to the disorder, and 
alcohol is not an added factor, the intervals of normal 
mental health may be free from the moral degradation 
which is to be observed not infrequently when the 
condition is associated with alcohol. A man was 
convicted of assaulting the police and was aggressive, 
offensive, contumacious, boastful, excited, and abusive 
when received into prison. He made false accusations 
against the staff and was unashamed when they were 
proved to be untrue. He appeared to be an 
unscrupulous and revengeful man, but his conduct 
and ethical standards were not inferior to those of his 
class in life when he regained his mental health. 

In marked contrast is the case of a man who has 
been coming to prison for many years. He has been 
under treatment also in mental hospitals and has been 
diagnosed as a case of manic-depressive disorder by 
different alienists. His offences, which include theft, 
false pretences, assault, and drunkenness, have been 
attributable at different times to alcohol, to manic- 
depressive disorder, to both combined, and some- 
times to a now well-established habit to commit 
crime. His reputation is such that those who know 
him are quite unable to place the slightest confidence 
in him at any time. 


Association with Crime and Alcohol 

When manic-depressive disorder is associated with 
aleohol and crime results the evidence of recent 
excessive drinking may be so overwhelming and that 
of the underlying mental disorder so insignificant 
as to escape demonstration. In such cases the past 
history of the individual may assist the diagnosis, 
and if there is reason to believe that previous conduct 
yas due to manic-depressive disorder it may be 
desirable for those conducting the defence to call 
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medical evidence to support this view at the trial. 
In this event a medical witness will not belittle his 
position or the value of his evidence provided he 
submits his opinion as a possibility and without 
unqualified assurance. I do not mean to convey 
the impression that medical evidence should not be 
given with all the force that circumstances permit, 
but I have no doubt that some witnesses have not 
been as acceptable as they might have anticipated 
because they assumed more than they could sub- 
stantiate and confused assumptions with facts. 


A man was charged with the murder of his sweetheart 
in circumstances which left no doubt that he had com- 
mitted the crime. The dead girl was found with a fatal 
wound in her throat and the accused lay a few yards 
away with a self-inflicted wound across the upper part 
of his neck. On reaching the hospital the house surgeon 
noted the man’s breath smelt of alcohol, and he volun- 
teered the statement that he killed the girl because she 
had been teasing him. This may have been true but 
was an inadequate motive, as indeed must be any motive 
for murder. The accused admitted that he had been 
drinking heavily for some little time before the crime, 
and there was corroboration of this as two days before 
he had been turned out of the girl’s home as he arrived 
there in a drunken state. He was received into prison 
eleven days after the murder and was rational in conduct 
and conversation and showed no evidence of insanity then 
or whilst awaiting trial; but he made varying and con- 
tradictory statements at the medical interviews in order 
to suggest that he was of unsound mind. It is unnecessary 
to enter into these recitals here in detail, suffice it to say 
that it became quite clear that they could not be accepted. 
This conclusion was confirmed long after the trial; the 
prisoner then admitted to me that he had spoken falsely 
when he said he had no recollection of the circumstances 
connected with the crime. There was no evidence to 
support the view that the crime was the result of epilepsy, 
although this was put forward as a defence at the trial, 
apparently because the alleged amnesia was accepted. 
There was, however, reason to believe that the prisoner 
had suffered previously from periods of mental depression 
for which there appeared to be no external cause and 
which led him on one occasion to make an attempt at 
suicide. He combated these attacks by drinking to excess 
in order to gain confidence so that “he could feel himself 
as himself.” Certain of his uncorroborated statements, 
if true, supported a diagnosis of alcoholic hallucinations, 
and the view that he was insane at the time of the crime. 
I was unable to go further than this in my evidence at 
the trial. The prisoner was found guilty of murder and 
sentenced to death, and was later reprieved. 


The case presented difficulties inasmuch as the accused 
was clearly malingering insanity ; it was also evident 
that the crime was related to alcohol, but it was less 
certain that it was associated also with manic- 
depressive disorder. I was able to observe the man 
during subsequent years in prison during which he 
passed through phases of mental depression which 
left no doubt that the crime was the result of alcoholic 
excess in a manic-depressive subject. 


Association with Alcohol 


Drunkenness may be associated with other forms 
of mental disease, with, for example, delusional 
insanity, dementia precox, general paralysis of the 
insane, senile dementia, epilepsy, and high-grade 
mental deficiency. This society is chiefly interested 
in the association of manic-depressive disorder and 
alcoholism not involving criminal conduct. It is, 
however, quite impossible to draw any hard-and-fast 
line here as drunkenness, if followed by certain 
conduct, may itself constitute a crime and lead to the 
police-court. 

More than 40 years ago Legrain ? divided alcoholists 
into three classes : drinkers with an abnormal instinct, 
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THE LANCET] 
defective moral sense, and want of moral equilibrium ; 
drinkers with an abnormal tendency, including 
drinkers through taste, weak-mindedness, and want of 
mental equilibrium ; and drinkers through impulse. 
In the last class were included dipsomaniacs and 
these were divided into pure dipsomaniacs and pseudo- 
dipsomaniacs, Pure dipsomania was defined as a 
““morbid condition, characterised by the irresistible 
obsession and impulse to drink coming on in attacks 
during which the patients are in a condition of 


impotence of will and manifest great anguish.” 
Legrain observed that an attack of dipsomania 


might remain an isolated -event in the life of the 
subject, but usually the attacks were repeated and 
assumed a periodical character. The concept of 
manic-depressive disorder had not been formulated 
at this time, but Legrain referred to the fact that 
Krafft-Ebing and others classified it among the 
periodical insanities, whilst other observers, struck 
by the depressed aspect of the patients especially 
at the commencement of an attack, saw in dipsomania 
a variety of melancholia. Pseudo-dipsomaniacs 
according to Legrain were drunkards who possessed 
a genuine desire to combat their craving, but were 
unable to do so through weakness of will. 

We are concerned in this discussion with the periodic 
drinking associated with manic-depressive disorder, 
the true dipsomania of Legrain in which drinking is 
only an-outward manifestation of underlying psycho- 
logical, and perhaps physiological, causes independent 
of habit formation. The advisory committee to the 
Central Control Board in their work on Alcohol ® 
stated that : 

“In these relatively infrequent cases, to which the name 
dipsomania is sometimes given, the patient drinks heavily 
for a period ranging in different cases, but usually of 
approximately constant length for the same case, and 
then, when the attack ceases or passes into another phase, 
he returns to sobriety—a fact, it may be noted incident- 
ally, which goes to show that alcohol has no very strong 
habit-forming influence. ” 


Too limited a view may be taken of dipsomania 
if the term is restricted to manic-depressive subjects, 
for some authorities consider that it may be related 
to epilepsy, and may also be the expression of a 
compulsion neurosis. The consumption of alcohol 
in manic-depressive disorder is connected directly 
with the current emotional state; in the depressed 
phase the patient has learnt by past experience its 
comforting effects; in the elated phase he is so 
joyous and expansive that he must share his happiness 
with others in extravagant festivity. In the former 
state the alcohol is consumed in order to avoid reality, 
in the latter to enhance it. 


Segregation in Prisons and Retreats 


The number of persons annually convicted of 
drunkenness is still considerable and the last figures 
published * show how the year 1933 compares in 
this respect with recent years. 


Year. Convictions. Year. Convictions. 
Average of ) Be OK 1931 45,842 
1925-1929 § 66,858 1932 33,100 

1930... 57,131 1933 39,751 


There was a continuous and rapid decrease until 
1932, in 1933 there was a 20 per cent. increase over 
1932, but the 1933 figure was still much below the 
figure for 1931 and earlier years. The number of 
persons received into prison for drunkenness, &c., 
during the last five years are as follows®: 1929, 
7876; 1930, 8611; 1931, 7484; 1932, 5836; and 
1933, 6631. No figures are available to show the 
number of those persons who are manic-depressive 
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subjects. The proportion is probably small, but the 
total may be not inconsiderable. 

Persons are sent to prison as a punishment and 
not to be punished, and although it may seem illogical 
to-day to imprison anyone because his conduct is the 
result of a constitutional disorder over which he has 
no control, it is to be remembered that prisons serve 
also to protect the public, actually during the time 
the lawbreaker is detained, and potentially as the 
result of its deterrent effect. If binding over, fines, 
and probation have no effect on an offender whose 
conduct is a nuisance to society, imprisonment 
may be necessary ultimately even though he is not a 
serious menace to law and order, 

Moreover, imprisonment may be the only means 
of protecting the manic-depressive alcoholist from 
himself. For it will be agreed that a large number are 
not certifiable, or are not certified, under the Lunacy 
Acts, others refuse to accept the provisions of the 
Mental Treatment Act, 1930, and enter a mental 
hospital as a voluntary patient, and others refuse to 
enter a retreat. On reception into prison they come 
under medical care and supervision and their return 
to normal mental health is expedited, partly as a 
result of medical treatment, partly because the 
orderly life is conducive to recovery, and also because 
alcohol and other causes of mental imbalance are no 
longer operative. It may be hoped that imprisonment 
will act sometimes as a deterrent also, if its imposition 
suggests to the subject that society not only dis 
approves of his conduct but considers he can amend 
it. However this may be, the patient and the public 
must be protected from the effects of his disordered 
mind, and although it may seem harsh, yet, in our 
present state of knowledge, temporary detention in a 
penal institution may be the only satisfactory method 
of dealing with some of these cases. 

It will be known to the members of this society 
that the number of alcoholists detained in licensed 
retreats under the Habitual Drunkards Act, 1879, 
is almost negligible at the present time. The average 
for the period 1925-1929 was twelve ; the number for 
the year 1930 was nine; for 1931, eight; for 1932, 
one; for 1933, seven; and for 1934, one. My 
experience as inspector under the Inebriate Acts 
leads me to consider that some manic-depressive 
alcoholists are suitable cases to deal with under the 
Act of 1879 if other alternatives are rejected and the 
reluctance of the patient to comply with the statutory 
provisions for admission can be overcome. The 
consequent restrictions may impress the patient with 
the importance of custodial care and encourage him 
to seek and persevere with treatment. There can 
be, of course, no objection to discharge the patient 
in appropriate cases before the full period of detention 
has expired. 
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MEDICAL Tour OF Morocco.—On 
party of medical men and their friends 
a tour of Morocco, which will include districts only 
recently colonised as well as the more usual sights. 
The party will return to Marseilles on April 21st. Further 
particulars may be had from Dr. R. Bernard, Brurelles- 
Médical, 29, Boulevard Adolphe Max, Brussels. 


April 14th a 


will leave for 
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MEDICINE AND THE LAW 





Doctors and Dangerous Drugs 

Tue Home Office periodically circulates a list of 
medical practitioners, dentists, chemists, and veteri- 
nary surgeons from whom has been withdrawn the 
authority to possess, supply, or prescribe ‘ dangerous 
drugs.” The latest of these lists gives the names 
and addresses of 27 medical practitioners against 
whom the Secretary of State has made an order for 
this purpose during the past 14 years. The list states 
that in all but three cases a direction was simul- 
taneously given that it should not be lawful for the 
named doctors to give prescriptions for the purposes 
of the Dangerous Drugs Regulations. Thus we get a 
summary of information (otherwise scattered over 
the arid columns of the London Gazette) as to the 
working of statutory control. The Act of 1920, 
giving permanent effect to certain war-time restric- 
tions, confined the import, export, manufacture, 
sale, distribution, or supply of ‘‘ dangerous drugs ”’ 
to persons licensed or authorised. Home Office 
regulations, made under the Act, explain that certain 
classes of persons are authorised for this purpose— 
duly qualified medical practitioners, registered den- 
tists, and veterinary surgeons and research workers 
in approved institutions in particular. This general 
“ authority,’ however, does not entitle these 
privileged classes to possess or supply such drugs 
beyond what is ‘‘ necessary for the practice or exer- 
cise of the respective professions or employments, 
in their capacity as members of their respective 
classes.’’ Conviction for an offence under the Act 
of 1920 (or under the customs laws as applied by 
that Act) gives the Home Office a power to with- 
draw a person’s ‘‘ authority” by notice in the Gazette. 
If a doctor, dentist, or veterinary surgeon thus loses 
his “‘ authority,’ the Home Office may, by like notice, 
direct that it shall not be lawful for him to prescribe 
dangerous drugs. It will be remembered that in 
1926 a departmental committee on drug addiction 
considered and reported upon possible abuses dis- 
covered through the supply of exceptionally large 
quantities of morphine and heroin to particular 
practitioners or to individual patients on practi- 
tioners’ prescriptions. The committee examined 
evidence tendered by the Home Office, the Ministry 
of Health, and the Director of Public Prosecutions, 
and considered possible remedies. It found the Home 
Office reluctant either to prosecute doctors in the 
police-court for offences against the Dangerous 
Drugs Acts or to bring such cases to the notice of 
the General Medical Council for disciplinary action. 
The reason for this reluctance was the fact that the 
issue would turn largely en questions of medical 
opinion. In the end the committee advised that 
these cases of alleged improper supply should, where 
the conduct of doctors was in question, be referred 
to a special medical tribunal. Regulations of 1928 
gave effect to this suggestion and enacted that, if 
the tribunal so recommended, a doctor’s “ authority ”’ 
might be withdrawn by the Home Office in conse- 
quence of adverse findings. It was a solution by 
no means unsatisfactory to the medical profession 
that the Home Office, accepting the advice of a 
departmental committee consisting entirely of phy- 
sicians and surgeons, should have set up a medical 
tribunal to deal with these difficult allegations 
against professional men of possessing or supplying 
dangerous drugs for medical purposes which are not 
legitimate. So far as is known, no complaint is made 
of the manner in which the tribunal does its duty. 
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In relation to the huge total of medical practitioners 
on the Register, the number of 27 in the recent 
Home Office list is perhaps not a_ sensational 
proportion. 
Murder by Bacillus 

We must wait for the Indian mail to bring a full 
account of the judgment of the High Court in Calcutta 
on the appeal from the death sentences in the plague 
bacillus case. A rich Bihar land-holder was said to 
have died through plague infection injected into his 
body by a prick inflicted by a passing stranger in 
the waiting-room of a Calcutta railway station in 
November, 1953. Two men, the step-brother of the 
deceased and a doctor, were found guilty of con- 
spiracy to murder. The Appeal Court has described 
the case as unique in the annals of crime. According 
to a telegram in the Times from its Caleutta corre- 
spondent, the death sentences were, on Jan. 10th, 
commuted to transportation for life partly because 
of the exceptional delay in hearing the appeal (the 
appellants having been under sentence of death for 
ten months) and partly because of the circumstantial 
nature of the evidence. It appeared that the two 
accused had conspired to provide some person at 
present unknown with plague culture which could 
not have been obtained except at Bombay. It is 
reported to have been an additional reason for com- 
muting the sentences that this course may lead to 
the discovery of the actual perpetrator of the crime. 





INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
JAN. 4TH, 1936 


_Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0 ; 
scarlet fever, 2438 ; diphtheria, 1227; enteric fever, 
25; acute pneumonia (primary or influenzal), 1684 ; 
puerperal fever, 31 ; puerperal pyrexia, 132 ; cerebro- 
spinal fever, 29; acute poliomyelitis, 2; acute 
polio-encephalitis, 1; encephalitis lethargica, 3 ; 
dysentery, 23; ophthalmia neonatorum, 56. No 
case of cholera, plague, or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Jan. 10th was 3818, which included: Scarlet 
fever, 1102; diphtheria, 1188; measles, 397; whooping- 
cough, 528; puerperal fever, 17 mothers (plus 12 babies); 
encephalitis lethargica, 280; poliomyelitis, 3. At St. 
Margaret’s Hospital there were 16 babies (plus 6 mothers) 
with ophthalmia neonatorum. 

Deaths.—In 121 great towns, including London, 
there was no death from small-pox, 2 (1) from enteric 
fever, 48 (4) from measles, 6 (0) from scarlet fever, 
21 (4) from whooping-cough, 39 (7) from diphtheria, 
45 (12) from diarrhoea and enteritis under two years, 
and 110 (12) from influenza. The figures in paren- 
theses are those for London itself. 

The mortality from influenza is rising, the total deaths for 
the last five weeks (working backwards) being 110, 80, 67, 62, 45. 
They are scattered over 62 great towns, Manchester reporting 8, 
Birmingham 6, Liverpool 5, Blackburn, Leeds, Bristol, and 
Walsall each 3; no other great town more than 2. Liverpool 
reported 15 deaths from measles, Mnachester 9, no other great 
town more than 2. Liverpool also had 6 deaths from whooping- 
cough. Deaths from diphtheria were reported from 25 great 
towns: Liverpool 6, Hull, Manchester, Newcastle-upon-Tyne 
each 2. Bradford reported the only death from enteric fever 
outside London. 

The number of stillbirths notified during the week 
was 270 (corresponding to a rate of 38 per 1000 total 
births), including 53 in London. 








SoOcIETY FOR THE PROVISION OF BIRTH CONTROL 
Ciinics,—On Friday, Feb. 7th, at 6 p.m., Dr. Gladys Cox 
will give a lecture on the theory and practice of contra- 
ception, which will be followed at 7 p.m. by a practical 
demonstration. The lecture will be given at the Walworth 
Women’s Welfare Centre, 153a, East-street, London, S.E. 
Tickets should be obtained in advance from the centre. 
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ALBERT ALEXANDER GRAY, M._.D., 
F.R.F.P.S. Glasg. 


Tue death on Jan. 4th at his home in the West 
Highlands of Dr. Albert Gray, at the age of 67 years, 
removes an otologist whose name was known to 
his fellow workers throughout the world. 

Albert Alexander Gray was born at Pollokshields, 
Glasgow, son of William and Margaret Gray (née Pace), 
and was educated at Bootham School, York, Oliver’s 
Mount, Searborough, and Glasgow Academy, quali- 
fying M.B., C.M. Glasg. in 1890. Within the next ten 
years he took the M.D. Glasg. and the fellowship of the 
Faculty, and was elected F.R.S. Edin. After a house 
surgeoncy at the Glasgow Royal Infirmary he spent 
two years in general practice in Blackburn and then 
studied in Leipzig 
and Munich before 
returning to Glas- 
gow to specialise in 
diseases of the ear, 
nose, and throat. 
He was appointed 
aural surgeon to 
the Central Dis- 
pensary and lec- 
turer in the Uni- 
versity on diseases 
of the ear, contri- 
buting regularly to 
the Journal of 
Anatomy and Phy- 
siology, 80 that even 
before his appoint- 
ment as aural 
surgeon at the 
Infirmary he came 
to be recognised as 
an otological 
authority. 

The story of 
Gray’s career as an investigator is part of the history 
of scientific otology. His early work was designed 
to overcome the formidable technical difficulties still 
obscuring many fundamental questions of the ear’s 
finer structure. His first major achievement was a 
notable improvement in the technique of preparing 
casts of the membranous labyrinth (1904). This 
method he proceeded to apply on a wide scale in 
those studies of the comparative anatomy of the 
inner ear, the fruits of which were seen in his first 
classic work, “‘ The Labyrinth of Animals,’ published 
in 1908. The results therein presented display a 
mastery of histological and photographic technique 
which has remained unsurpassed to this day. By 
this early mastery of anatomical method Gray pro- 
vided himself with a weapon the power of which 
was to be continuously demonstrated in the years to 
come. With the instinct of the true biologist, how- 
ever, he regarded anatomy as no more than a means 
of attack upon problems of function. In 1900 he 
published his observations upon the differentiation 
in size and density of the spiral ligament of the 
cochlea, putting forward the theory of maximum 
stimulation which has stood the test of time. His 
views on the physiology of hearing are embodied in 
the ‘‘ Mechanism of the Cochiea ” (1924), written in 
collaboration with Mr. G. Wilkinson. His “‘ Atlas of 
Otology ” (1924 and 1933) displays the same technica! 
perfection and sound biology. In the sphere of 


DR. ALBERT GRAY 
| Photegraph by Annan 


pathology, apart from his pioneer study of the 
changes in deaf-mutism, Gray was chiefly known for 
his work on otosclerosis. His book with this title 
(1917) combined careful clinical observation and good 
pathological method in a way unusual at the time. 
His more recent work was set out in his Dalby lecture 
(1934), and the book on the treatment of otosclerosis 
published just before his death. Recognition of his 
standing as a scientific otologist came to Gray at 
many periods of his career: it included the Lenval 
prize of the International Congress of Otology 
(Budapest, 1909), the. gold medal of the American 
Academy of Ophthalmology and Otology (1911), the 
Guyot prize of the University of Groningen (1929), 
and many others. He was elected president of the 
section of otology of the Royal Society of Medicine in 
1914 and of the International Collegium Otolaryngo- 
logicum Amiciti# Sacrum in 1929. 

Dr. Gray had married in 1892 Mabel Henderson 
by whom he had two sons, of whom the elder is now 
head master of Bootham School and the younger is in 
practice at Haslemere. On his wife’s death in 1927 
he gave up his work in Glasgow and retired to 
London where he became librarian and curator to 
the Ferens Institute of Oto-Laryngology at the 
Middlesex Hospital. Of his work there “S. H.” 
writes: ‘Except for holidays in Scotland, Gray 
spent almost the whole of his time in the Institute, 
often remaining at work until well after midnight, 
because the freedom from traffic and vibration pro- 
vided the best conditions for the high-power micro- 
photography by which he illustrated most of his 
contributions. He soon became the father of the 
laboratory, his counsel and advice being constantly 
sought and freely given. He worked because he 
enjoyed working and his enthusiasm spread to all 
with whom he came in contact. He had in high 
degree the gift of exposition, making a difficult and 
technical subject both clear and interesting, and his 
demonstrations at the Institute and at meetings of 
the otological section and of the collegium were 
appreciated by all who heard them. Gray has done 
more than anyone in this country for scientific 
otology. He has demonstrated that the best, if not 
the only, line of advance lies in the careful study of 
deafness during life followed by high-power magnifi- 
cation of serial sections after death. It is greatly 
to be regretted that the valuable work on which he 
was still engaged should have come to this abrupt end.”” 


JAMES WOOD, M.D. Manch., D.P.H. 


Dr. James Wood, who died on Jan. 3rd at the age 
of 62, had been for some time in ill-health but con- 
tinued to discharge his duties as M.O.H. for Chad- 
derton until two years ago. Born at Oldham and 
educated subsequently at Wesley College, Sheffield, 
and the University of Manchester, he graduated as 
M.B., Ch.B. in 1896, and proceeded later to the M.D. 
degree, taking also the diploma of D.P.H. of the 
Irish royal colleges. After holding several resident 
appointments and being for a few years in private 
practice, he was appointed in 1911 assistant M.O.H. 
at Oldham. Two years afterwards he became M.O.H. 
of Chadderton, and discharged the duties to public 
satisfaction until a breakdown in health occurred in 
1934. He was then given leave of absence and 
never resumed duty. Dr. Wood was known in the 
neighbourhood, in addition to his valuable public 
services, as a particularly fine cricketer. 
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RONALD GEORGE CANTI, M.D.Camb. 


THe death after long illness of Dr. Canti, the 
well-known pathologist, occurred at his home in 
Hampstead on Jan. 7th. He was a pioneer in 
scientific research, a popular and effective teacher, 
and an untiring and unselfish worker. His death at 
the age of 52 is a matter of public regret. 

Ronald George Canti was the son of Mr. G. F. 
(anti, and was born in London in 1883. He was 
educated at Charterhouse and entered King’s College, 
Cambridge, in 1902. He received his medical training 
at St. Bartholomew's Hospital, took the English 
conjoint diploma in 1911 and graduated M.B. Camb. 
in 1915, proceeding later to the M.D. degree. At 
St. Bart.’s, after serving as house physician, he 
became a demonstrator of pathology under the late 
Sir Frederick Andrewes, the starting-point of a 
laboratory career which 
was to develop along lines 
which no one could then 
have foreseen. Over- 
shadowed as they were by 
his subsequent achieve- 
ments, his earlier contribu- 
tions to knowledge included 
a number of useful and 
diverse studies, embracing 
such subjects as the urea 
content of the cerebro- 
spinal fluid, the morbid 
anatomy of pulmonary 
tuberculosis in childhood, 
and the bacteriological find- 
ings in ccrebro-spinal fever. 
In connexion with these it 
should be observed that he 
was the first English worker 
to demonstrate that the 
urea content of the cerebro- 
spinal fluid rises with that 
of the blood, the first to 
confirm Ghon’s observation that tuberculosis of 
mediastinal glands is always secondary to a focus 
in the lung, and one of the earliest to recognise that 
meningococci identical with those causing a meningitis 
are to be found in the nasopharynx during the course 
of the disease. 

The work by which Canti is best known began in 
association with the late T. 8. P. Strangeways and 
centred on the behaviour of the malignant cell under 
irradiation. Over and above the pursuit of this study 
by in-vitro methods, he undertook with Dr. Malcolm 
Donaldson an exhaustive histological investigation 
of uterine carcinoma at various stages during and 
after irradiation, which is among the earliest and 
most thorough of its kind. But his principal achieve- 
ment was in bringing the behaviour of tissue 
cultures within the range of ordinary vision. 
Direct observation could not be continued over 
such periods as are occupied by the process 
of growth in a tissue culture; photography could 
conceivably take its place, and photographs would 
not merely provide a permanent record, but if 
taken at long intervals and projected at the 
speed of cinema film would condense the pro- 
tracted and sluggish events of perhaps three days’ 
growth into an animated but nevertheless faithful 
reproduction lasting only a few minutes. The 
apparatus by which this result was in fact achieved, 
first built by Canti himself in his own house, was a 
marvel of ingenuity, and the technical excellence 
of its photography excited widespread admiration, 
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These films enabled many thousands who would 


‘ never- Otherwise have had more than the vaguest 


conception of the individual living cell to gain a 
vivid idea of its activities. The potentialities of 
this method of observation have perhaps yet to 
be fully explored, but wherever tissue culture 
can serve the purposes of future research the 
machine devised by Canti will remain indispensable 
to its prosecution. 

Among Canti’s numerous other interests were his 
scientific secretaryship of the British Empire Cance1 
Campaign, which included the organisation of a highly 
successful conference in December, 1934, and his 
position as chief medical adviser to the London 
Blood Transfusion Service, an organisation which he 
helped very largely to bring to its present size and 
efficiency. His appointments included that of 
lecturer in bacteriology at St. Bart.’s, which he 
relinquished in 1930 to 
become clinical pathologist 
to the hospital and lec- 
turer in clinical pathology, 
those. of pathologist to 
the Alexandra Hospital, 
Swanley and to. the 
Florence Nightingale Hos- 
pital, and of bacteriologist 
to the City of London. In 
the interstices of this public 
work he was a clinical 
pathologist enjoying a 
reputation in some ways 
unique for acumen and 
soundness of judgment, and 
for his capacity to apply 
the latest available methods 
to the problems of diagnosis 
and treatment. 

Apart fromi his wide 
and diverse knowledge of 
many ancillary subjects, 
from engineering to pure 
physics, the attribute which served Canti best in his 
principal achievements was a light-hearted courage 
in the face of technical difficulties which no living 
man can have equalled. Behind this was an insatiable 
curiosity and a catholic interest in all things biological. 
To him nothing seemed impossible, and he was ready 
to turn to account in the laboratory a new discovery 
in almost any sphere. His visit to New York in 
1925 to learn a new technique for studying the 
bacteriology of influenza provided a fresh stimulus 
to a mind of rare enterprise, and contributed to that 
ultra-modernity of outlook which was prepared for 
anything in the cause of progress. This imaginative 
capacity and an almost boyish enthusiasm were the 
most striking qualities in a vivid personality. His 
enthusiasm spilled over to the work of others, and 
many junior colleagues are indebted to him for 
unsparing help and stimulating encouragement. Both 
in the laboratory and in his practice he was inex- 
haustibly generous when his services were needed. 
He had a wide circle of international as well as of 
home friendships ; he will be remembered by all as a 
brilliant personality and a supreme technician, and 
by many as a most lovable friend. 

Dr. Canti married in 1912 Clara Eyles, who nursed 
him throughout a long and distressing illness. He 
leaves four children: a daughter, a son who has 
followed his father to King’s College, Cambridge, a 
second son who is a student at the Royal Veterinary 
College, and a third son who is a student at 
St. Bartholomew’s Hospital. 
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JOHN GEORGE GRANT, L.R.C.P. Edin. 


Dr. J. G. Grant, of Miavaig, Stornoway, who died 
on Dee, 26th, had been in ill-health for a long time 
and his premature death was directly connected with 
his arduous work as a medical officer in the High- 
lands and Islands medical service. He received his 
medical education at Anderson College, Glasgow, 
working also in Edinburgh and at the London Hos- 
pital, and took the double diplomas of Edinburgh 
and Glasgow in 1899. He practised for a time in 
Canada, but some 20 years ago he succeeded Dr. 
Donald Murray as M.O.H. for Stornoway and the 
parishes of Uig and Lochs, a district presenting great 
geographical difficulties to the practitioner. The 
discharge of his onerous duties, complicated by the 
bad conditions of transport, especially in winter, 
tried Grant, but relief was obtained by the division 
of his area during the latter part of his life. He 
was now responsible for West Uig only, while the 
opening of a new high road eased the water journeys. 
But by this time he had practically broken down 
under the strain, and a lingering invalidism led to his 
death at the age of 60. 


MABYN READ, M.D., D.P.H.Camb. 


Dr. Mabyu Read, whose death occurred on Jan. 2nd, 
was for many years M.O.H. for the city of Worcester. 
As he became connected with the public health of 
Worcester nearly half a century ago he saw the 
whole of modern sanitary administration develop 
in the cathedral city. 

Born at Falmouth he went to Christ’s College, 
Cambridge, as a natural science scholar, and graduated 
with honours in the Natural Sciences Tripos in 1876. 
He proceeded to St. Bartholomew’s Hospital for 
his medical education, and graduated as M.B. Camb. 
in 1880, later taking the diploma of D.P.H. and the 
M.D. degree. He acted as house physician both at 
St. Bartholomew’s Hospital and Great Ormond-street 
Children’s Hospital, and in 1891 was appointed 
M.O.H. of Worcester ; as this was, as usual at that 
date, a part-time appointment, for the first 20 years 
of his residence in Worcester Dr. Read carried on 
private practice, but in 1912 he became a full-time 
officer and held the post for 17 years, retiring in 
1929. As will be seen by these dates, the main 
evolution of modern sanitation went on under his 
eyes and largely under his administration, the official 
care of infants, the school medical and tuberculosis 
services all being initiated during his term of office. 
He was particularly interested in maternity and 
child welfare activities, and was rewarded by seeing 
the infant death-rate of the city substantially reduced, 
a practical issue to his enthusiastic labours. 


CLEMENT JOHN GOODHUGH WHITE, M.B., 
B.Chir.Camb. 


THE sudden death occurred on Jan. 6th of Dr. 
John White, resident surgical officer at St. Bartho- 
lomew’s Hospital, Rochester. He was found dead 
in the hospital in circumstances that necessitated an 
inquest, which has been adjourned in order that 
certain analyses may be performed. 

C. J. G. White was the son of Dr. Clement White, 
honorary surgeon at St. Bartholomew's Hospital, 
Rochester, and was 27 years of age. He was educated 
at Felsted and Christ’s College, Cambridge, where 
his father had been before him, and graduated in 
arts with honours in the Natural Sciences ‘Tripos, 
proceeding for his medical education to the Middlesex 
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Hospital. -.He took the English conjoint diplomas in 
1933, and graduated as M.B., B.Chir. Camb. in 1935. 
At the hospital he served as house physician and 
resident officer in the ear, nose, and throat, and in 
the orthopedic departments, and in his work showed 
himself diligent, conscientious, and possessing sound 
judgment. His geniality and good nature combined 
with his clinical insight enabled him to fill his resi- 
dent posts with unusual success, while his qualities 
as a sportsman further added to his popularity, for 
while at Middlesex he was secretary and captain of 
the hockey club. After leaving MiddJesex Hospital 
he acted as obstetric and gynecological house surgeon 
at Queen Mary’s Hospital, Stratford, and then, after 
six months’ experience as a ship's doctor, he obtained 
the post of resident surgical officer to St. Bartho- 
lomew’s Hospital, Rochester. The reasons of his 
sudden death are now under inquiry, but none of 
the evidence given at the inquest pointed to anything 
but a fatal accident, for he was to all appearance a 
perfectly happy young man, successful in his career, 
in excellent health, and with no financial or other 
private trouble. We have received from the Middle- 
sex Hospital medical school an eloquent tribute to 
his popularity at the Middlesex Hospital: ‘“ Jack 
White will always be remembered by those who 
knew him for his cheerfulness, good nature, enthu- 
siasm, and other personal qualities which go to the 
making of a most kindly and understanding doctor.” 


JEREMIAH REIDY, M.D., D.P.H. 


Dr. Jeremiah Reidy, who died on Jan. 6th at his 
home in Blackheath Park, practised in Stepney for 
30 years, and was well known in both public and 
professional capacities. 

Jeremiah Reidy was born at Gardenfield, Limerick, 
and was educated at University College, Cork, pro- 
ceeding for his medical studies to Dublin and Glasgow. 
He took the double Scottish diploma in 1898 and 
attended classes at the London Hospital, after which 
he became clinical assistant at the Royal Eye Hos- 
pital, Southwark, the Royal Chest Hospital, and the 
Blackfriars Hospital for Diseases of the Skin. He 
then graduated as M.B., B.Ch. R.U.I., taking also 
the D.P.H. in 1912. Two years later he proceeded 
to the M.D. degree, when he secured the gold medal 
in medicine. He had now been established for 
some time in Stepney and was conducting a large 
practice, while he was also surgeon to the H Division 
of the Metropolitan and Thames Police. In the year 
1917-18 he was mayor of Stepney and was appointed 
a J.P. of the County of London. In Dr. Reidy the 
profession has lost an able practitioner and the 
public a useful servant. 


NEW HospITaL AT EAST GRINSTEAD.—East Grin- 
stead’s new hospital was opened on Jan. 8th by 
Princess Helena Victoria, and received its first patients 
on Jan. 14th. The hospital is situated on the East 
Grinstead-Holtye road, not far from the town, and it 
will meet the great need which has been felt for many 
years. It replaces the Queen Victoria Cottage Hospital 
which was opened as amemorial of a former Royal Jubilee, 
and which only contained 12 beds for adults, 3 cots for 
children, and one room for a paying patient. The new 
hospital, which cost about £29,000, has accommodation 
for 12 men, 12 women, 6 cots for children in their own 
ward, and 6 paying patients; it also contains an operating 
theatre, X ray room, and accommodation for the staff. 
After the opening ceremony and the dedication service 
conducted by the Bishop of Chichester, the Princess 
received purses from 150 children. 
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CORRESPONDENCE 





THE CONTROL OF MEASLES 
To the Editor of THE LANCET 


Sir,—In his interesting paper in your last issue 
(p. 103) Dr. J. A. H. Brincker states that the first 
attempt to modify measles was made by L. Weiss- 
becker 40 years ago. As a similar statement was 
made in an editorial article in the Journal of the 
American Medical Association of August 17th, 1935, 
it is well to emphasise the fact that inoculation 
against measles was first carried out nearly two 
centuries ago by Frances Home (1719-1813), first 
professor of materia medica in Edinburgh, who is 
best known for his “Inquiry into Nature, Cause, 
and Cure of the Croup ” (1765). In an article in his 
‘* Medical Facts and Experiments” (1759), entitled 
Of the Measles as they appeared 1758 and of their 
Inoculation, Home wrote: ‘I thought that I should 
do no small service to mankind if I could render the 
disease more mild and safe in the same way as the 
Turks have taught us to mitigate the small-pox.” 
Home’s method was as follows: A superficial incision 
was made where the eruption of measles was thickest, 
and the blood was received on cotton-wool which 
was applied to incisions on both arms of the child 
to be protected and allowed to remain on three days. 
Of 12 children, aged from 7 months to 13 years, in 
whom this method was employed three had no rash 
at all and were regarded by Home as failures, though 
we should probably regard them as examples of 
complete protection, while in nine the attack was 
much milder than usual. 

Home’s method was subsequently employed by 
observers in different countries with varying results. 
In 1789 Thomas Percival (‘‘ Essays Medical, Philo- 
sophical, and Experimental,’ 1789, ii., 69), after 
alluding to Home’s method, stated that ‘‘ the mor- 
billous matter has since been ingrafted by means of 
lint wet with the tears from the eyes in the fresh 
stages of the disorder.”’ Percival however did not 
give any information as to the success of this experi- 
ment. Von Jiirgensen (Nothnagel’s Encyclopedia 
of Practical Medicine, 1902, art. measles), who is 
sceptical as to the success of Home’s experiments, 
quotes Thomassen & Thuessink, who attended 
Home’s clinic in the Edinburgh Hospital in 1784-5, 
and failed to see the successful results described. 
According to Guersant and Blache (Dictionnaire de 
Médecine, 1832-1846, art. Rougeole) Home’s experi- 
ments were repeated at the Philadelphia Hospital 
in 1801 but without success, although trials were 
made with blood, tears, and nasal and bronchial 
mucus, and with a similar result by Locatelli. On 
the other hand, Prof. Speranza of Mantua (Jour. 
der pract. Heilk., 1827, lxiv., 124) in 1822 inoculated 
six boys and himself, anda mild attack of measles 
resulted in each case. Home’s method, however, 
was carried out on the largest scale by a Hungarian 
physician, Michael von Katona (Osterreich. med. 
Woch., 1842, No. 29, p. 697), who stated that during 
a malignant epidemic of measles he had successfully 
inoculated 1122 individuals, 7 per cent. escaped 
an attack altogether, and in the rest it was very 
mild. 

An interval of nearly 50 years elapsed between 
the publication of Katona’s paper and the appear- 
ance of another communication on the same subject. 
In a paper read before the Glasgow Medico-Chirur- 
gical Society on March 21st, 1890 (Glas. Med. Jour., 
1890, xxxiii., 420), entitled Inoculation, with sug- 





gestions for its further application in medicine, 
especially in mitigating the severity of measles 
Dr. Hugh Thomson, vaccinator to the Faculty of 
Physicians and Surgeons, Glasgow, and to the Glasgow 
Royal Infirmary, after giving an account of Home’s, 
Speranza’s and Katona’s experiments, recorded his 
personal experience of two cases in which he employed 
Home’s method, As no eruption ensued, but only 
slight catarrhal symptoms, Thomson regarded his 
cases as failures, but like the three cases of Home 
previously mentioned they were probably examples 
of what would now be called an attenuated attack. 
Further information about Frances Home will be 
found in a paper (Proc. Roy. Soc. Med., 1927-8, xxi., 
1013) by his descendant the late Fleet-Surgeon 
W. E. Home, a frequent contributor to your columns. 
I am, Sir, yours faithfully, 


J. D. ROLLEsTON. 
London, S.W., Jan. 11th. 


GASTRIC ACIDITY AND ITS SIGNIFICANCE 
To the Editor of Tuk LANCET 


Sir,—Prof. F. L. Apperly’s paper on gastric 
acidity in your issue of Jan. 4th is of great interest, 
but some of his conclusions to which you refer in 
your annotation are certainly erroneous. 

I have analysed the data obtained in a consecutive 
series of 41 anemic patients at New Lodge Clinic 
who had both a blood count and a test-meal in the 
few days preceding a transfusion. No less than 
33 secreted free hydrochloric acid, including 17 with 
acidity above normal. They included 21 cases of 
anemia following hemorrhage from an ulcer. Some 
of the others were cases of very chronic anemia, 
including 1 of Hodgkin’s disease and 3 of aplastic 
anemia. In one patient with aplastic anemia, who 
has led a fairly active and comfortable life as a result 
of having about 250 transfusions in the course of eight 
years, hyperchlorhydria is still present, though his 
hemoglobin rarely exceeds 50 and has been as low 
as 26 per cent. In seven cases the hemoglobin per- 
‘centage was under 30, in six between 31 and 40, in 
nine between 41 and 50, in seven between 51 and 60, 
and in the remainder between 61 and 66—all having 
a degree of anwmia which, according to Prof. Apperly, 
should give rise to achlorhydria. 

Only 8 of the 41 patients had achlorhydria ; of 
these 3 had Addison’s anemia, 3 carcinoma of the 
stomach, 1 polyposis and carcinoma of the colon, 
and 1 microcytic anemia which appeared to be a 
sequel of achlorhydria following gastro-jejunostomy. 
Certainly in 6 and probably in all of these cases the 
achlorhydria preceded the development of the 
anemia. In an unselected series of 41 anw#mic 
patients there was thus no single case which gives 
any support to Prof. Apperly’s statement that achlor 
hydria is likely to result when the hemoglobin falls 
below 66 per cent. of the normal. 

Prof. Apperly suggests that it is necessary to dis 
tinguish between achlorhydric anemia and his hypo 
thetical anemic achlorhydria, but I believe that al! 
cases in which anemia is associated with achlor- 
hydria the anemia is either a result of the gastritis. 
which also causes the achlorhydria as in Addison's 
anzmia (Faber, Castle), or the anemia is a result o! 
deficient utilisation of the iron in the food owing to th: 
achlorhydria or the associated enteritis (Faber, Witts 
Prof. Apperly also suggests that asthma will be foun: 
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to raise the gastric acidity. But Glanvill and Cosin 
found that in 15 of my cases at Guy’s Hospital and 
52 at New Lodge Clinic curves below the average 
normal occurred 20 per cent. more frequently than 
among normal people, 12 per cent. having achlor- 
hydria. Marjorie Gillespie in a series of 109 asthmatic 
patients found that 51-5 per cent. had acidity below 
normal, compared with 19 per cent. of 2448 cases 
collected by Hartfall from New Lodge Clinic, and 
15-5 per cent. had achlorhydria. Low acidity is still 
more frequent among children; thus Bray found 
that 9 per cent. of 200 children bad achlorhydria, 
48 per cent. hypochlorhydria, and 23 low normal 
curves, I am, Sir, yours faithfully, 

ARTHUR F. HURsT. 

New Lodge Clinic, Windsor Forest, Jan. 11th. 


MATERNITY NURSES AND MIDWIVES 
To the Editor of Tur LANCET 


Srr,—In your issue of Nov. 16th, 1935, appeared a 
letter from Dame Janet Campbell in which various 
problems connected with the proposed salaried mid- 
wifery service were offered for solution. Among 
these, the most urgent would seem to be: How are 
the competing claims of the medical student and 
pupil midwife for the use of clinical facilities to be 
reconciled ? When medical authorities are urged to 
improve the training in obstetrics of medical students, 
they invariably reply that the chief obstacle is the 
comparative scarcity of material, the cases which 
they so greatly need being absorbed by the training 
of over 3000 pupils annually, for the Central Mid- 
wives Board examination. Of these, more than 
50 per cent. do not propose to practise midwifery, 
and the experience to be gained by, at the lowest 
computation, 30,000 of these all-important maternity 
cases is being thrown away on candidates already 
dedicated to a totally different branch of service. 

A medical student and a pupil midwife may not 
count the same case in their obligatory roll of 20. 
This rule does not, for obvious reasons, apply to the 
training of maternity nurses. If, therefore, as Dame 
Janet suggests, England were to copy the example of 
Holland—already well ahead of her in this matter— 
and were to institute a registered service of maternity 
nurses, the legitimate aspirations of our hospital 
nurses, to learn how to care for mothers and their 
infants during and after childbirth, would be satisfied, 
and the gain to medical students and pupil midwives 
greater than is at present realised. Simultaneously, 
the training of the latter might with advantage be 
lengthened to a two years’ course—already current in 
many, if not most, European countries. This would 
automatically reduce the number of midwifery pupils 
to a very large extent, their place being taken in 
hospital wards by the pupil maternity nurses. 





In Holland maternity nurses who already possess 
State registration for general nursing are allowed to 
take a six months’ course, twelve months being 
prescribed for those without this qualification, and 
this has been proved to answer admirably. It is 
sometimes urged that the only way to abolish the 
dangerous ‘‘ handy woman” is to penalise the care 
of motherhood to all but certified midwives, but it 
is obvious that a class of registered maternity nurses 
would answer the same purpose, perhaps even more 
effectually. 

I am, Sir, yours faithfully, 
ALICE 8, GREGORY, 


Hon. Secretary, British Hospital for Mothers 


Jan, 13th. and Babies, Woolwich. 
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WHOOPING-COUGH AND VACCINE 
To the Editor of Turn LANcet 

Srr,—I should like to thank Dr. Begg and Dr. 
Coveney for the way in which they have, in your 
issue of Jan. llth, set out the data of their vaccine 
treatment of whooping-cough. Sufficient details are 
given to enable the reader to criticise. Often enough 
no notes of dose or preparation of vaccine are given, 
so that when failures are reported, one is left wonder 
ing whether it was indeed the vaccine which was at 
fault. 

Knowing nothing of the vaccine treatment of 
whooping-cough, I assume that it can be compared 
to that of any other disease of a mildly chronic type, 
a disease, moreover, which may begin acutely and 
then pass through a subacute stage. The authors 
of the above paper make the following statement : 
“It is generally agreed that, if success is to follow 
vaccine therapy, the initial injections must be given 
early in the disease, large doses must be injected. . . .”’ 
Treatment along thee lines is justified, as has been 
shown by W. H. Wynn (Brit. Med. Jour., Jan. llth, 
1936) in his treatment of pneumonia, but large 
doses may only be given before the patient is sensitised 
to pneumococci, which, according to Wynn, begins 
to happen on the fourth or fifth day. On their own 
showing, however, the whooping-cough cases treated 
by Dr. Begg and his colleague had already reached 
the paroxysmal stage of the disease. In order to 
justify the large doses of vaccine used, it would be 
necessary to show that no specific antibodies had 
already been formed—i.e., that the cells had not 
become sensitised. In any case, the doses advocated 
by Wynn (60 to 600 million) are less than a twentieth 
of those given to the children (all under the age of ten). 

A few years ago I made some estimations of the 
dried weight of bacterial vaccine. Roughly 4000 
5000 million dried coliforms weighed 1 mg., or 5000 
6000 million streptococci or staphylococci. Probably 
the very small B. pertussis might run to higher figures, 
but certainly not more than 8000 million. Drs. Begg 
and Coveney in 14 days gave children doses up to 
2 mg. and, in all, the equivalent of 6 mg. of dried 
bacterial substance. Compare this with tuberculin, 
as Wynn aptly does in the paper quoted above ; 
1 c.cm. (containing 1 mg. ?) would not affect a normal 
child, but 0-000001 ¢.em. might cause reaction in an 
infected person. Translated into terms of pertussis 
vaccine :— 


Eight thousand million to a normal person= reaction 

Eight thousand only to an infected person = reaction 

Comparable too with tuberculosis is the vaccine 
treatment of chronic rheumatism. At the Charter- 
house Rheumatism Clinic, in order to minimise 
reaction, amounts varying from under 1000 up to 
about 200,000 organisms are given. This range of 
dosage was also recommended by the B.M.A. com- 
mittee on arthritis, when referring to my vaccine. 
For estimating dosage, perhaps we may assume that 
whooping-cough in the paroxysmal stage lies between 
the extreme of acute pneumonia on the one hand 
and chronic arthritis on the other. Optimum doses 
might reasonably be considered to range from (say) 
50,000 to 500,000 or one million. Drs. Begg and 
Coveney envisage a further investigation. Let them 
try such a range and use their present method as a 
control. 

To the unbiased reader the surprising thing is 
that the vaccine cases so closely approximated to the 
controls. Here must have supervened the mechanism 
which a merciful Providence seems to have provided 
whereby the reaction from a heroic dose of vaccine 
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can only be the maximum and that any bacterial 
substance in excess of the amount necessary to 
provoke this does no further harm, beyond perhaps 
immediately neutralising the antibodies produced. 

I am, Sir, yours faithfully, 
London, W., Jan, 13th. H. WARREN CROWE. 


THE UNDESCENDED TESTICLE 
To the Editor of THE LANCET 

Srr,—I have been discussing the question of 
medical and surgical undescended testicles with Dr. 
Spence and Dr. Scowen, and we have decided to 
break away from professional tradition and have a 
look at some of each other’s cases. I hope to convince 
them that the arguments on which I submit cases to 
operation are not entirely irrational, and that the 
results are much better than they imagine them 
to be. On the other hand, if they convert a case 
for which I should recommend operation into one for 
which I should not, I shall most willingly admit it 
as a postscript to their next report. 

I am, Sir, yours faithfully, 
Queen Anne-street, W., Jan. 13th. DENIS BROWNE. 


A VASOVAGAL ATTACK 
To the Editor of THE LANCET 

Srr,—I was interested in Dr. Gumpert’s note 
published in to-day’s issue of THz Lancet because 
I recently had a similar experience. 

A middle-aged patient was brought to me on 
Dec. 21st, 1935, by Mr. J. Ross McNeill, of Norbury, 
with a history of fainting attacks associated with 
bradycardia. Just as I was preparing to take a 
tracing he suddenly had a faint, and the electro- 
cardiogram, as in Dr. Gumpert’s case, showed a 
slow rhythm (40) with complete absence of P-waves. 
A second tracing taken about a quarter of an hour 
later showed a normal rhythm. 

I am, Sir, yours faithfully, 
Queen Anne-street, W., Jan. 11th. T. W. PRESTON. 
A BOOK REVIEW 
To the Editer of THE LANCET 

Smr,—I have read with much interest the review 
(THe Lancet, Nov. 23rd, 1935, p. 1183) of the new 
edition of Jelliffe and White and especially the 
remark that too great a proportion of the book has 
been given to the vegetative nervous system (supra- 
renals et al.) as compared with neurosurgery, for 
example, i.e., tumours of the spinal cord, radio- 
graphy, &c. Dr. White and I believe that suprarenal 
difficulties are strictly neurological problems ; especi- 
ally asthenic states are more frequent and important 
than spinal cord tumours, hence a greater space is 
given to them. One of our special problems was this 
statistical one of proportionate involvement of this 
or that organ or organic function—i.e., disease—and 
we have tried to follow such a balanced programme 
in our book. 

We think your reviewer distinctly in error when he 
says we give only “six words” to the subject of 
encephalography in the diagnosis of cerebral tumours, 
no doubt referring to the six words on p. 785. How 
about the 20 words on p. 778? and I might refer 
to a number of places throughout the book where 
Réntgen ray methods are emphasised. As this work 
is not one on neurosurgery this type of special study 
is naturally only mentioned as desirable or necessary. 
The roentgenologist does most of the film interpreting 
for spinal cord tumours, brain tumours, &c. 

When further your reviewer states that ‘‘ subacute 
combined sclerosis” is not clearly differentiated from 
a motley group of “‘ combined scleroses,”’ is this true ? 
And when he says it is *‘ mainly in the realm of recent 
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developments in neurology that the shortcomings 
of the book are to be found,’ would it not have 
been of service and as evidence of good faith to 
mention some of these that are omitted ? 
I am, Sir, yours faithfully, 
New York, Dec. 20th, 1935. SMITH ELY JELLIFFE. 


(2DEMA OF THE ANKLES AND AIR TRAVEL 
To the Editor of Tue LANCET 

Srr,—On a recent visit to England by air I was 
rather startled to find that by the time we had 
reached Brindisi my ankles had become very 
edematous. I was feeling at the time particularly 
fit and there was no sign of any renal or cardiac 
mischief. On inquiring from my fellow travellers, 
I was relieved to find that the majority also had seme 
degree of cedema of the ankles. Moreover, not all 
the passengers had started from Johannesburg. 
Some of them had joined up in British East Africa 
and the Soudan. The cdema passed off after the 
first few days in London, but on the return trip my 
ankles again became cdematous. Inquiry also 
showed that some of the other passengers again had 
edematous ankles, As quite a number of the 
passengers on the return trip were non-English 
speaking, it was difficult to get percentages or details 
of their physical conditions. Several of the pilots 
whom I questioned informed me that their ankles 
did not become edematous. The most likely 
explanation for the cdema is that in the heat of 
the tropics the prolonged inactivity, with dependent 
position of the legs, causes stasis. 

I am, Sir, yours faithfully, 
Johannesburg, Dec. 29th, 1935. M. WEINBREN, 


INFIBULATION 
To the Editor of Tue LANCET 

Srr,—I should like to add a little to what was 
written by Mr. John M. Melly in your issue of 
Nov. 30th, 1935, about female circumcision, under 
the title infibulation, which is very popular 
in Egypt, not less than 80 per cent. of our girls being 
submitted to it. No one can give a date when this 
habit started, but it is now so adhered to by all 
classes of Egyptians as to be regarded as shameful 
to leave a girl uncircumcised. 

The operation is done usually by old women who 
have gained a wide experience through long practice. 
As Mr. Melly says, the girl is usually about the age 
of 7 years, but may be much older ; some are circum- 
cised just before marriage, others after they have 
given birth to their first child. The way in which 
it is done in Egypt seems to differ from that in Somali- 
land because here its only purpose is to lessen desire, 
not to create a physical obstruction to intercourse. 
Some, however, believe that it is a form of toilet to 
the external genitals. The clitoris and the labia 
minora are removed in one sweep of a razor, ethyl 
alcohol and sometimes brandy being used for asepsis 
before the operation and to secure hemostasis after- 
wards. No stitches are applied and no anesthetic 
is used. The girl’s legs are not bound together and 
the stump of each labium heals separately. Some- 
times cases are referred to hospital with. severe 
bleeding from the dorsal artery of the clitoris, for 
which we ligature the stump of the clitoris; occa- 
sionally one meets with retention of urine, relieved 
by a hot hip bath. I have never seen any cases of 
sepsis. The raw surface mostly heals by first inten- 
tion ; if infection occurs, it must be very rare. 

I am, Sir, yours faithfully, 
B. Grrais, 
House Surgeon, King Fouad Ist Children Hospital, 

Jan. 3rd. Cairo, Egypt. 
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TESTIMONIAL TO DR. ROWLAND 
FOTHERGILL 


To the Editor of Tuk LANCET 


Sir,—For over 33 years Dr. E. R. Fothergill has 
been prominent in British Medical Association affairs, 
and there are few members of the Association who 
are better known to those who take an interest in it. 
First in Wandsworth, then in Brighton, he has been 


an indefatigable local worker. For 22 years he 


has been a member of the representative body, for 
25 years on the council, and for 22 years a repre- 
sentative on the panel conference. 

It is impossible in the limits of this letter to detail 
the extent and importance of Dr. Fothergill’s 
voluntary services to the medical profession through 
the Association, but his work on the Insurance Acts 
Committee and on the body which preceded it, and 
also on the Hospitals and Medico-Political Committees 
stands out pre-eminently. It was he who suggested 
and promoted the first conference of local medical 
and panel committees at Brighton in 1913, which 
led to the adoption by these committees of the British 
Medical Association as the body to which they should 
look for central organisation and support. His 
fertility of ideas, his persistence, and his loyalty to 
principle and to the interests of the Association have 
justly given him a unique position in it which was 
recognised in 1931 by his election as a vice-president. 
His advocacy at all times of the dignity and the rights 
of the medical practitioner is well known. 

In recent years he has been compelled by reasons 
of health to give up general practice, and this has 
severely strained his resources. This seems to us 
therefore an appropriate time to give to the members 
of the profession an opportunity to mark in a tan- 
gible way their appreciation of Dr. Fothergill’s work, 
and of the sacrifices he has made in doing that work. 

We hope for a prompt and generous response to 
this appeal, not only from individuals but from local 
medical and panel committees. Subscriptions should 
be sent to the treasurer, Fothergill Testimonial Fund, 
B.M.A. House, Tavistock-square, W.C.1. 

We are, Sir, yours faithfully, 

HELEN Boyte (Hove) 

A. C. GEMMELL (Hove), 

Donaup Hatt (Hove), 

H. NETHERSOLE FLETCHER 


DAWSON OF PENN 
(London), 

J. D’Ewart (Manchester), 

W. McAbam Eccies 


(Hove), 

L. A. Parry (Hove), 

J. ARMSTRONG (Ballymena, 
Antrim), 

J. W. Biecer (Dublin), 

R. A. Botam (Newcastle- 
on-Tyne), 

J. W. Bone (Luton), 

H. B. BRacKkENBURY 
(Hendon), 

R. C. Buist (Dundee), 

A. H. BuRGEss 
(Manchester), 

Atrrep Cox (London), 

H. G. Darn (Birmingham), 


Jan, 13th. 


(London), 

C. E. 8. FLEMMING 
(Bradford-on-Avon), 

N. Bishop HaRMAN 
(London), 

C. O. HAWTHORNE 
(London), 

E. Kaye Le FLEMING 
(Wimborne), 

EWEN MACLEAN (Cardiff), 

Humpury ROLLESTON 
(Haslemere), 

H. 8. Sourrar (London), 

W. E. Tuomas (Ystrad- 
Rhondda). 





RoyAL MEDICAL BENEVOLENT FUND SOCIETY OF 
TRELAND,.—At a meeting of the Belfast and County Antrim 
branch of this society on Jan. 8th a unanimous resolution 
was passed expressing thanks to Dr. V.G. L. Fielden for his 
invaluable services as honorary secretary and treasurer 
for the past 28 years. Dr. Robert Marshall was appointed 
Dr. Fielden’s successor, and future subscriptions should 
be sent to him at 9, College-gardens, Belfast. 
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THE VOLUNTARY HOSPITALS 
COMMISSION 





Tue first meeting of the new commission was 
held on Wednesday at the headquarters of the 
British Hospitals Association with Lord Sankey 
presiding. It will be remembered that the appoint 
ment of such a commission was resolved at the 
annual conference of the B.H.A., held at Leamington 
in June, 1935, with the instruction to consider the 
present position of the voluntary hospitals and to 
inquire whether recent legislative and social develop- 
ments had made it desirable to take steps whether 
to promote their interests, to develop their policy, 
or to safeguard their future. The 
consists of the following ten members: Lord Cozens- 
Hardy ; Alderman Miss H. Bartleet, J.P.; Sir Henry 
Brackenbury, M.D.; Alderman Alan Davies, J.P.; 
Prof. L. 8. Dudgeon, F.R.C.P.; Mr. H. L. H. Hill; 
Colonel D. J. Mackintosh, M.B.; Miss E. M. Musson, 
R.R.C.; Sir Reginald Poole; Prof. A. W. Sheen, 
F.R.C.S. It will be seen to be of a highly repre- 
sentative character, including experts on nursing, 
accountancy, and legal procedure, besides men and 
women who know the technique of hospital adminis- 
tration inside and out and who have been in touch 
with problems of amalgamation and association. 
Lord Cozens-Hardy has already done for Liverpool 
hospitals what it is now proposed to do for the 
hospitals of the country ; he found twenty different 
hospitals with similar interests, but with no single 
body authorised to speak on behalf of them all; 
and the matter has been put right. The problems 
have been well stated by Sir Charles Harris in the 
Nineteenth Century and After for May, 1935. In the 
general stocktaking of the position which is now 
necessary he instanced (1) the working relations 
which should exist between different units and 
especially the proper functions of the cottage hospital ; 
(2) the question of modifying the time-honoured 
principle of unpaid visiting staffs ; 
hospital administration and better team-work in 
general. If the voluntary principle is to hold its 
ground it is necessary, he said, fur its adherents to 
demonstrate that in these as in national matters 
the intelligent coéperation of free men can achieve 
better results than bureaucracy or any form of 
dictatorship. The conundrum of to-day is to create 
voluntarily a machinery for effective combined 
action before it is too late; for, as Prof. W. Blair- 
Bell pointed out in the September issue of the same 
journal, the extraordinanly rapid march of State 
service in five years leaves no doubt of the urgency 
of the matter. Any person or body desiring to give 
evidence before the commission should communicate 
with the secretary, Mr. R. H. P. Orde, at 12, Grosvenor- 
erescent, London, 8.W. 1. 


commission 


(3) economy in 


IRELAND 


(FROM OUR OWN CORRESPONDENT) 


A ** PROTECTED ’’ MEDICAL SERVICE 


It is stated that the Ministry of Home Affairs for 
Northern Ireland has issued a circular to local 
authorities intimating that medical practitioners 
who in future seek positions as dispensary medical 
officers in Northern Ireland must be of British 
parentage, and must have at least five years’ resi- 
dential qualification in Great Britain or Northern 
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Ireland. From the newspaper reports it is not clear 
whether the Minister has framed a regulation to 
this effect, or has merely intimated that unless his 
wishes are met by the local authorities he will refuse 
his sanction to those whom they elect. Hitherto 
throughout the area of the British Isles—both before 
and since the establishment of the Irish Free State as 
a dominion—the appearance of the candidate’s name 
in the register of the appropriate area, without refer- 
ence to either birth or residence, has been the only 
qualification required for public appointments. The 
establishment of a medical register for the Irish 
Free State did not impose any bar, since any medical 
man holding British qualifications can enter his 


name on that register, and conversely anyone holding 
Irish Free State qualifications can enter his name on 
the register of the General Medical Council. As a 
matter of fact in recent years there must be very 
few medical men, other than those with local ties, 
who seek to enter the dispensary service in Northern 
Ireland as the service is less well paid than in the 
Irish Free State. It would be unfortunate if this 
decision were to give rise to retaliatory measures on 
the part of the Irish Free State. Many of the most 
capable officers in all branches of the public service 
in the Irish Free State are in fact natives of Northern 
Ireland, and particularly is this the case in the 
recently appointed public health service 


MEDICAL NEWS 


Royal College of Surgeons of England 

A meeting of the council of the college was held on 
Jan. 9th with Sir Cuthbert Wallace, the president, in the 
chair, at which a report was received from the board of 
examiners in anatomy and physiology for the fellowship 
stating that, at the examination held in December, 228 
candidates were examined, of whom 70 were approved 
and 158 rejected, that the Hallett prize was awarded to 
Robert Sutherland Lawson, of the University of Mel- 
bourne. At the recent primary fellowship examination 
held in Calcutta, 54 candidates were examined, of whom 
12 were approved. 

It was reported that Mr. F. H. Bentley and Dr. David 
Slome had been elected Mackenzie-Mackinnon research 
fellows for one year. Mr. Hugh Lett was appointed 
Bradshaw lecturer for the year 1936, and Dr. George W. 
Corner, professor of anatomy in the University of Rochester, 
U.S.A., was appointed as the next Thomas Vicary lecturer. 
Mr. L. R. Braithwaite was elected representative of the 
college on the medical advisory committee of the British 
Health Resorts Association for one year, and Mr. Victor 
Bonney was re-elected representative on the Central 
Midwives Board. 

A diploma of fellowship was granted to Kenneth Christie 
Eden, of University College Hospital, and the following 
diplomas were granted jointly with the Royal College of 
Physicians of London :— 

Tropical Medicine and Hygiene: W. K. > ~~ Anastasio 
D’Souza, J. 8. Gibson, Kalidas Mitra, and V. T. 

Psychological Medicine: J. L. Bates, A. J. sakeatien J. F. 
Galloway, 8. L. Last, 8. A. MacKeith, W. H. McMenemey, 


» a Masani, J. A. Smeal, Alfred Torrie, Rosalind Vacher, 
and J. H. Watkin. 


- tere rsa and Otology: B. T. Bernstein, G. B. Ludlam, 
2. F. J. Martin, Narayana Srinivasan, T. G. Swinburne, and 
W. E. Williams, 

The following hospitals were approved, with the posts 
specified, for the six months’ surgical practice required 
of candidates for the final fellowship examination : 

Warneford, Leamington, and South Warwickshire General 
Hospital, Leamington Spa (resident house surgeon till July 31st, 
1937); Manchester, Victoria Memorial Jewish Hospital (resident 
surgical officer); Newcastle Hospital, New South Wales (resi- 
dent medical officer, 1 house surgeon, surgical registrar and 
superintendent); Southend-on-Sea General Hospital (surgical! 
registrar, 2 house surgeons); Sunderland Royal Iniirmary 
(resident medical officer, 4 house surgeons); the Royal Hospital, 
Wolverhampton (resident assistant surgeon, surgica! registrar, 
and 3 house surgeons). 


Medical Research Scholarships 

The Grocers’ Company Scholarships.—To encourage 
original medical research the Grocers’ Company offer 
three scholarships, each of £300 a year. The next election 
will be held in May, but applications should be sent to 
the clerk, Grocers’ Hall, London, E C.2, before the end 
of April. 

Aldrich-Blake Travelling Scholarship.—The trustees of 
the Aldrich-Blake memorial fund will shortly award a 
travelling scholarship to a medical woman. Applications 
should be sent to the secretary of the trust, 8, Hunter- 
street, London, W.C. 

Further particulars of both these awards will be found 
in our advertisement columns. 


University of London 

At University College, on Mondays from Jan. 20th to 
Feb. 24th, Mr. H. R. Ing, Ph.D., will lecture on chemical 
structure and pharmacological action, and on Tuesdays 
beginning on Jan. 2lst, Mr. G. P. Wells will give ten 
lectures on comparative physiology. All the lectures 
will be at 5 p.m., and no ticket is needed. 

Prof. C. R. Harington, F.R.S., has been appointed 
acting director of the Charles Graham medical research 
laboratories at University College Hospital medical school, 
and Dr. A. M. H. Gray, chairman of the Graham 
Legacy committee. 

International Congress of Physical Medicine 

The sixth international congress of physical medicine 
will be held in London from May 12th to 16th. The 
meetings of the congress will be held under the following 
sections: kinesitherapy, physical education, hydro- 
therapy and climatotherapy, electrotherapy, actino- 
therapy, and radiotherapy and radium therapy. The hon. 
secretary of the British section is Dr. Albert Eidinow, 
4, Upper Wimpole-street, London, W. I 


London School of Hygiene 

A course of lectures on public health, open to all medical 
practitioners, is in progress at the London School of 
Hygiene and Tropical Medicine, Keppel-street, W.C. 
At the next lecture, at 3 p.m. on Jan, 22nd, Dr. W. G 
Savage will discuss bovine tuberculosis, and on Jan. 3lst 
and Feb, 7th, at 11 a.m.,Mr. H. E. Magee, D.Sc., will speak 
on nutrition. Other subjects in the course are venereal 
disease (Col, L. W. Harrison, Feb. 5th, 10th, and 12th, at 
3 P.M.), infant feeding (Dr. A. G. Maitland-Jones, Feb. 14th, 
at 11 a.m.), food poisoning (Dr. W. G. Savage, Feb. 21st, 
at 11 a.m.), shell-fish (Prof. J. W. H. Eyre, March 9th, at 
3 p.m.), and the marketing of fish and production of clean 


milk. 


Royal Medical Benevolent Fund 

This is the centenary year of the fund and a special 
appeal is being made for new subscribers to carry on the 
work and for donations. At a recent meeting of the 
committee 64 grants were voted amounting to £1329. 
The following particulars of a few of the cases helped 
indicate the kind of work undertaken. 

Daughter, aged 73, of M.R.C.S. She has lived for many 
years in Italy lecturing and acting as guide to English visitors 
in Rome. Owing to the prospect of there being less work in 
the future she has decided to leave Italy. On her arrival in 
England she will have only £70 per annum to live on. Fund 
voted her an allowance of £36 per annum. 

Daughter, aged 52, of M.R.C.S., who used to look after her 
mother, aged 87, who is also a benefici iary of the fund, and take 
paying guests ; owing to a recent bre akdown in he alth is unable 
to continue this work. The fund by contributing £68 (of which 
£26 is an allowance to the daughter) has raised the income of 
these two ladies to £137 per annum. : 

Daughter, aged 79, of a naval surgeon, maintained herself 
until eight years ago in the nursing profession. She then joined 
her sister and was able to manage till her sister’s death recently 
Aithough now living rent free this lady has only the old age 
pension of 10s. a week. The fund voted an allowance of £356 
and will consider what further help may be needed. 


Cheques should be addressed to the honorary treasurer 
of the fund, 11, Chandos-street, Cavendish-square, 
London, W.1. 
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Scottish Board of Control 

Dr. Francis Sutherland has been appointed a deputy 
commissioner of the General Board of Control for Scotland. 
National Hospital for Diseases of the Heart 

A course of lectures, open to members of the medical 
profession, without fee, will be given at this hospital at 
5.30 p.m. on Tuesdays from Feb. 4th to April 28th. The 
lecturers and their subjects will be announced weekly in 
our Medical Diary. 
Conference on Social Work 

The third 
will be held at 


BIRTHS, 


Social Work 
Regent's Park, London, 


International Conference on 
Bedford College, 


N.W., from July 12th to 18th. The general subject of 
the meeting is social work and the community. Dr. 


René Sand, counsellor of the League of Red Cross Societies, 
is president of the executive board of the permanent 
committee, and Dr. Ralph Crowley, formerly senior medical 
officer of the Board of Education for England and Wales, 
is chairman of the advisory committee in Great Britain. 
The secretary-general is Mr. Alexander Farquharsen, 
Le Play House, 35, Gordon-square, London, W.C.1. 


Fellowship of Medicine and Post-Graduate Medical 

Association 

The following courses will be given in February: in 
proctology at the St. Mark’s Hospital (Feb. 3rd to 8th) ; 
in neurology at the West End Hospital for Nervous 
Diseases (Feb. 3rd to 8th) ; in chest diseases at the Bromp- 
ton Hospital (Feb. 10th to 15th); and in gynecology at 
the Chelsea Hospital for Women (Feb. 10th to 22nd). A 
week-end course in physical medicine will take place at 
the St. John Clinic and Institute for Physical Medicine 
(Feb. 8th and 9th) and in children’s diseases at the Princess 
Elizabeth Hospital (Feb. 22nd and 23rd). A 
lecture-demonstrations in anatomy and physiology, speci- 
ally intended for F.R.C.S. (primary) candidates, will be 
given at the Infants Hospital at 8 p.m. on Mondays, 
Wednesdays, and Fridays from Feb. 24th to April 24th. 
For further particulars application should be made to 
the secretary of the fellowship, 1, Wimpole-street, London, 
Lm 3 


~ Births, Marriages, and Deaths 


BIRTHS 

10th, at Chipping Norton, 
Brigg, M.B., B.S. Lond., of a son. 

MARSHALL.—On Dec. 29th, 1935, at Sheffield, 
G. G. Marshall, of a son. 

SHERIDAN.—On Jan. Ist, at Greenock, Scotland, 
Captain A. M. Sheridan, I.M.S., of a son. 
Witcox.—On Jan. 5th, at Lilongwe, Nyasaland, 

Dr. R. N. Wilcox, of a son. 

MARRIAGES 

Jan. 9th, at All Saints’, Foots Cray, 
Michael C. M. Morrah, only son of the late Major J. H. 
Morrah, The King’s Own Regiment, to Catherine Day, 
M.B., B.S. Lond., of Sidcup, Kent. 

OLIVER—MICHIF.—On Jan. 4tn, at St. Andrew’s, Frognal, 
N.W., Surg.-Lieut. John Widdicombe Oliver, R.N., to 
Isobel Margaret, elder daughter of Mr. Charles E. Michie 
Finchley, N. 

Spriegs—MaciIntosu.— On Jan. lith, at St. tt Parish 
Church, Perth, Sir Edmund Spriggs, K.C. » -D.. 
F.R.C.P., to Miss J. M. MacIntosh, eldest Pkhe rof the 
late William MacIntosh, M.V.O., and Mrs, MacIntosh, 
The Old Parsonage, Dunning, Perthshire. 


series of 





Briec.—On Jan. the wife of D. A. 
the wife of Dr. 
the wife of 


the wife of 


Morran—Day.—On 


WILLIAMSON—GIBSON.—On Jan. 10th, at the Chapel of the 
Savoy, Bruce Williamson, M.D. Edin., to Margaret, only 
daughter of the late William Gibson and Mrs. Gibson, 


Egerton-terrace, 3.W 


DEATHS 
BAaL.L.—On Jan. 7th, the result of a motor accident, Dr. Norman 
Dyer Ball, younger son of the late James Dyer Ball, of 


Hong-Kong, and husband of Dr. Doris Bell Ball. 


CanTL—On Jan. 7th, at Hampstead, Ronald George Canti, 
M.D. Camb., aged 52. 

FisHer.—On. Dec, 30th, 1935, Walter Fisher, M.R.C.S. 
Eng., of Kalefie Hill, N. Rhodesia, for 46 years a medical 
missionary in Central Africa, aged 70. 

MATTHEW.—On Jan. lith, at Craigmakerran, Pe we wg 
Charles Geekie Matthew, M.B. Edin., Surg.-Capt. R.N 


(retired). 


SAUNDERS.—On Jan. 12th, at Pembroke Dock, Edward Argent 


Saunders, M.R.C.S. Eng., M.O.H. and school medical 
officer. Borough of Pembroke, aged 50. 
Wr.ire.—On Jan. 7th, at a nursing-home, Oxford, David 


Thomas Wylie, M.D. Durh., of Oxford, aged 73. 


N.B.—A fee af 7s. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths, 


MARRIAGES, AND 
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THE SERVICES 
ROYAL NAVAL MEDICAL SERVICE 
Surg. Comdr. A. G. Bee to Defiance. 
Surg. Lt.-Cmdr. J. G. Holmes to President for course. 


(D.) A. A. Gardner to Drake for R.N.B. 
S. Steele-Perkins to Victory for R.N.B., 
Mec( ‘arthy to Furious, is £ 


Surg. Lt.-Cmdr. 
Surg. Lts. J. L. 
N. 8. Hepburn to Gannet, T. 


Walker to Pembroke for R.M. Infirmary, Deal, M. A. 
Rugg-Gunn to Pembroke for R.N. Hosp., Chatham, and 
T. F. Crean to Pembroke for R.N.B. 

Surg. Lt. (D.) W. G. Finnie to Ganges. 

Appointments as Admiralty Surgeon and Agent: 
Mr. J. M. Stuart, Ilford ; Mr. A. 8S. Addison, M.C., Harrow ; 


Mr. J. A. Edward, Barking ; Mr. J 
Mr. R. Vincent Howell, Bournemouth ; 
Grinling, Sheffield. 
ROYAL ARMY MEDICAL CORPS 
Major-Gen. O. L. Robinson, C.B., C.M.G., 
Commandant, R.A.M.C., will be Representative 
Commandant during 1936 


. R. Buchanan, Watford 
and Mr. P. N. 


Colonel 
Colonel 


Short Service Commissions: Lts. R. H. Wheeler and 
J. J.C. Rainsbury to be Capts. 
ARMY DENTAL CORPS 


The name of Capt. O. E. Howell is as now described and 


not as shown in the London Gazette of Dec. 27th, 1935 
(vide Tue LANCET, Jan. 4th, 1936, p. 42) 
TERRITORIAL ARMY 

Hon. Maj.-Gen. Sir Cuthbert 8. Wallace, K.C.M.G., 
C.B., relinquishes the appt. of Hon. Col. R.A.M.C. Units, 
47th (2nd Lond.) Div. 

Lt.-Col. and Bt. Col. A. R. Laurie, from Gen. List, 
R.A.M.C., to be Col., and is apptd. A.D.M.S., 46th 
(N. Midland) Div., vice Col. F. G. Lescher, M.C., vacated. 

Maj. T. E. A. Carr to be Lt.-Col. and to comd. the 
137th (N. Midland) Fd. Amb., vice Lt.-Col. and Bt. Col. 
A. R. Laurie, vacated. 

Capts. R. Pollok and H. 8. Ward to be Majs. 

M. K. Braybrooke to be Lt. 

Supernumerary for Service with O.T.C.: Lts. L. C. 
Bousfield and N. Heath (empld. Univ. of Lond. Contgt. 
(Med. Unit), Sen. Div., O.T.C.) to be Capts. 

ROYAL AIR FORCE 
Squadron Leader T. J. X. Canton to No. 1 Flying 


Training School, Leuchars, for duty as medical officer. 
Flight Lt. H.C. 8. Pimblett to R.A.F. Hospital, Cranwell. 
Flying Officer J. B. Wallace to No. 10 Flying Training 

School, Ternhill. 

INDIAN MEDICAL SERVICE 

Majs. to be Lt.-Cols.: C. M. Nicol and D. R 
O.B.E. 

To be Lts. (on prob.): W. MeN. Niblock, H. J. 
Gibson, P. A. Hubbard, T. P. Mulcahy, F. E. McLaughlin, 
and E. H. Wallace. 

The undermentioned have vacated appts. in India :— 

A.D.M.S.—Col. E. C. Hodgson, D.S.0., K.H.P., 1.M.S8. 

D.A.D.P.—Capt. J. R. Dogra, M.D., 1.M.S. 

The undermentioned appts. have been made in India :- 


. Thomas, 


A.D.M.S.—Col. R. P. Lewis, D.S.O., Brit. Serv. 
D.A.D.P.—Capt. 8. 8. Bhatnagar, M.D., I1.M.S. 
Col. A. C. Amy, D.S.O., is vacating the appointment of 


Deputy-Director of Hygiene and Pathology at Army H.Q., 
and proceeds on eight months’ leave from Feb. 17th. 
DEATHS IN THE SERVICES 
The death occurred on Jan. 11th, at Craigmakerran, 
Perthshire, of Surg.-Captain CHARLES GEEKIE MATTHEW, 
R.N., retired. He qualified M.B., C.M. Edin., 1885, and 
was then for a time in the P. and O. Steam Navigation 
Company’s service at Edinburgh, later joining the Royal 
Navy. As surgeon of Sparrow he was present on 
August 27th, 1896, at the bombardment and capture by 
Rear-Admiral H. H. Rawson’s squadron of the Sultan of 
Zanzibar’s palace which had been seized by Seyyid Khaled. 
He became Surg.-Commander in 1905, and Surg.-Captain 
in 1918, after his retirement from the Service. 


Purves-Stewart has been elected an 
New York Neurological Society. 


Sir James 
honorary member of the 
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SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 

TUESDAY, Jan, 21st. 

General Meeting of Fellows, 5.30 P.M. Ballot for Election 
to the Fellowship. 

WEDNESDAY. 

Comparative Medicine. 5 P.M. Dr. G. Marshall Findlay 
and Mr. Il. A. Galloway: The Routes of Infection 
and Paths of Transmission of Viruses 

THURSDAY. 

Urology. 8.30 P.M. Dr. J. Leon Jona: The Kidney, 
Pelvis—its Normal and Pathological Physiology (cine- 
matograph). 

FRimpAy. 

Disease in Children. 5 P.M. (Cases at 4.30 P.M.) Dr. 
E. P. Poulton and Mr. T. W. Adams: Metabolism, 
General Nutrition, and Growth in Infancy and Child- 
hood. Dr. W. S.C. Copeman: 1 and 2. Still’ 8 wr ase 
Cured by Gold Injections. Mr. David ‘Levi: Addi- 
tional Prehensile Big Toes. Mr. H. J. addon: 4. 
Amyloid Disease Secondary to Bone Tuberculosis. 
Dr. Bernard Schlesinger and Dr. Annie Flew: 5. Arach- 
nodactyly. Dr. E. A. Cockayne and Dr. G. H. Newns : 
6. Specimens from a Case of Schiiller-Christian Syn- 

drome. Dr. R. Wilson (for Dr. R. Lightwood): 
7. Ptyalism. 

Epidemiology and State Medicine. 8.15 P.M. Dr. H. J. 
Parish, Dr. C, O. Stallybrass, Dr. J. D. Rolleston, and 
Surgeon-Capt. 8. F. Dudley: Use and Abuse of the 
Swab in Combating Diphtheria. 

Physicial Medicine. 8.30 P.M. Dr. Douglas A. Robert- 
son: The Cathode Ray Oscillograph Applied to Bio- 
electric Problems. 

EUGENICS SOCIETY. 

TUESDAY, Jan. 21st.—5.15 P.M. (the Rooms of the Linnean 
Society, Burlington House, Piccadilly, W.), Dr. 8. 
Zuckerman: The Phy siology of Fertility in Man 
and Monkey. 

MEDICO-LEGAL SOCIETY. 

THURSDAY, Jan. 23rd.—8.30 P.M. (Manson House, 26, 
Portland-place, W.), Mr. J. B. Montagu: The Develop- 
ment in Criminal Law and Penology since 1910. 

CHELSEA CLINICAL SOCIETY. 

TUESDAY, Jan. 21st.—8.30 P.M. (Hotel Rembrandt, Thurloe- 

place, 8.W.), Sir Harold Gillies: Plastic Surgery. 
HUNTERIAN SOCIETY. 

Monpbay, Jan. 20th.—9 P.M. (Mansion House, E.C.), Dr. 
Sven Ingvar: The Physical Basis of Psychoneurosis 
(Hunterian lecture.) 

ASSOCIATION OF INDUSTRIAL MEDICAL OFFICERS. 

FRIDAY, Jan. 24th.—5.15 p.m. (London School of Hygiene 
and Tropical Medicine, Keppel-street, W.C.), Air Vice- 
Marshal Sir David Munro: Physical Standards in 
Industry. 

SATURDAY.—10 A.M., Dr. T. O. Garland: The Relation 
between the Industrial Medical Officer and the General 
Practitioner. 

BRITISH PSYCHOLOGICAL SOCIETY. 

WEDNESDAY, Jan. 22nd.—8.30 P.M. (11, Chandos-street, 
W.), Dr. Sylvia Payne: Post-war Social Activities 
and Advances in Psychotherapy.: (Medical Section.) 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL COL Xe vag OF SURGEONS OF ENGLAND, Lincoln’s 
, Inn-fields, \V 

Monpay, — 20th.—5 P.M., Dr. E. W. Twining: A Radio- 
logical Study of the Third Ventricle. 

WEDNESDAY. —5 P.M., Mr. Arthur Bulleid: The Assess- 
ment of Dental Sepsis as a Factor Affecting Medical 
and Surgical Procedures. 

FrRipaAy.—5 P.M., Mr. John Gilmour: Adolescent Defor- 
mities of the Acetabulum. 

UNIVERSITY OF LONDON. 

MonpDay, Jan. 20th.—5 p.m. (University College, Gower- 
street, W.C.), Mr. H. R. Ing, Ph.D.: Chemical Struc- 
ture and Pharmacological Action. (First of six 
lectures.) 

TUESDAY.—5 P.M., Mr. G. P. Wells: Comparative Physio- 
logy. (First of ten lectures.) 

WEDNESDAY.—3 P.M. (London School of ty and 
Tropical Medicine, Keppel- aes, W.C.), Dr. W. G 
Savage: Bovine Tuberculos 

WEST LONDON HOSPITAL POST- GRADU ATE COLLEGE 
Hammersmith, W. 

Monbay, Jan. 20th.—10 a.m., skin clinic, medical wards. 
11 a.M., surgical wards. 2 P.M., surgical and gyne#co- 
logical wards, gynecological and eye clinics. 

TUESDAY.—10 a.M., medical wards. 11 A.M., surgical 
wards. 2 P.M., throat clinic. 4.15 P.M., Dr. Seott 
Pinchin: The Development and Diagnosis of Pul- 
monary Tuberculosis. 

WEDNESDAY.—10 A.M., children’s wards and clinic, medical 
wards. 2 P.M.,eye clinic. 4.15 P.M., Mr. J. K. Hasler: 
Anesthesia. 

THURSDAY.—10 A.M., neurological and gynecological 
clinics. Noon, fracture clinic. 2 P.M.,eye and genito- 
urinary clinics. 4 P.M., venereal diseases. 

Frway.—10 a.m., skin clinic. Noon, lecture on treatment. 
2 P.M., throat clinic. 

SATURDAY.—10 a.M., children’s and surgicai clinics, medical 
wards. 

The lectures at 4.15 P.M. are open to all medical practi- 

tioners without fee. 

Operations, medical and surgical clinics daily at 2 P.M. 


NATIONAL COUNCIL FOR MENTAL “HYGIE NE, 
THURSDAY, Jan. 23rd, to SaTuRDAY.—Fourth Biennial 
Conference on Mental Health at the Central Hall, 
Westminster, 8. 
a FOR SICK CHILDREN , Great Ormond-street, 


WEDNESDAY, Jan. 22nd.—2 P.M., Dr. E. A. Cockayne: 
Pneumonia. 3 P.M., Dr. D. N. Nabarro: The Bacterio- 
logy of Acute Pulmonary Diseases. 

Out- —— Clinics daily - ha A.M. and ward visits (except 

n Wednesday) at 2 
LONDON: "sc HOOL OF DE RMATOL OGY, 5, Lisle-street, 


TUESDAY, Jan. 21st.—5 P.M., Dr. R. T. Brain : Erythemato- 
ee a oe 

THURSDAY.—5 P.M. L. Forman: Sycosis. 

HOSPITAL FOR EPIL MEP SY AND PARALYSIS, Maida 

ale . 

THURSDAY, Jan. 23rd.—3 P.M. Dr. Sta: Demonstration. 

ST. JOHN CLINIC » Rane * y road, 

Fripay, Jan. 24th.—4.30 P.M., Mr. Timbrell-Fisher : 

Manipulative ‘Methods in Physic _ Siedicine. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole- street, Ww. 

MonpDay, Jan. 20th, to SATURDAY, Jan. 25th.—StT. JOHN’s 
Hospirau, 5, Lisle-street, W.C. Afternoon course in 
dermatology (open to non-members).—NATIONAL 
HOSPITAL FOR DISEASES OF THE HEART, Westmor- 
land-street, W. All-day course in cardiology (open to 
non-members).—ST. PETER’s HosprraL, Henrietta- 
street, W.C. All-day course in urology.— NATIONAL 
TEMPERANCE _— ITAL, Hampstead-road, N.W. Tues., 
8.30 P.M., Mr. C. a. Joll: Thyroid. Thurs., 8.30 P.M., 
Mr. R. ron Brock : bectunion to Bones 

Courses he by the Fellowship are open only to 
mem bers 

LEEDS GENERAL INFIRMARY. 

TurEspAy, Jan, 21st. —3.30 p.m., Mr. Black: Ocular Com- 
plications of Some Gene ral Conditions. 

LEEDS P UBLIC DISPENSARY AND HOSPITAL. 

WEDNESDAY, Jan. 22nd.—4 P.M., Dr. H. H. Moll: Chronic 


Bronchitis. 
UNIVERSITY OF DURHAM. 
Sunpay, Jan. 26th.—10.30 a.m. (Newcastle General 
Hospital), Mr. 1. Clay : Surgical Cases of Interest. 
GLASGOW POST-GRADUATE ASSOCIATION 
WEDNESDAY, Jan. 22nd 4.15 P.M. (Royal Infirmary), 
Dr. Jobn Henderson : Hypertension and Nephritis. 


cae SU Appointments 


BLACK, J. L Munro, M.B,. Durh., F.R.C.S. Eng., has been 
appointed Assistant Radium Officer to the Newcastle- 
upon-Tyne National Radium Centre. 

BLAIKLEY, J. B., M.B. Lond., F.R.C.S. Eng., M.C.0.G., Surgeon 
to Out-patients at the Chelsea Hospital for Women. 
Brewis, E. G., M.D. Durh., M.R.C.P. Lond., D.P.H., Assistant 
Maternity and Child Welfare Medical Officer for Newcastle- 

upon-Tyne. 

BRIDGEMAN, G. J. O., M.B. Camb., F.R.C.S. Eng., Hon. Assis- 
tant Surgeon to the Western Ophthalmic Hospital, London. 

COLEMAN, 8S. M., M.R.C.S. Eng., D.P.M., Deputy Medical 
Superintendent of Renwell we are Essex. 

CVANS, GEOFFREY, M.D. Camb., -R.C.P. Lond., 
to St. Bartholomew’s Hospitai, London. 

KEON-COHEN, B. T., M.B. Melb., F.R.C.S. Eng., Resident 
Surgical Officer at the Robert Jones and ‘Agnes Hunt 
Orthopedic Hospital, Oswestry. 

Luke, J. C., M.D. Montreal, F.R.C.S. Eng., Resident Surgical 
Officer at the Huddersfield Royal Infirmary. 

OLIVER, L. C., F.R.C.S. Eng., Resident Surgical Officer and 
Registrar to the Bristol General Hospital. 

Roserts, G. J., M.D. Edin., D.P.H., Deputy County Medical 
Officer of Health and Deputy School Medical Officer for 
the county of Denbigh. 

SHANKS, HELENA, M.B. Glasg., D.P.H., Assistant Medical 
Officer of Health (Maternity and ¢ ‘hild’ Welfare) for Walsall. 

TATHAM, R. C. .R.C.S. Eng., Resident Surgical Officer at the 
Hull Royal Infirmary. 

WILLIAMS, BRYAN, M.D., F.R.C.S. Edin., M.C.0.G., Senior 
Resident Assistant Medical Officer (Obstetrical and Gyneeco- 
logical) at the Walton Hospital, Liverpool. 

WiruHers, A., M.R.C.S. Eng., D.V.H., D.M.R.E., Chief Assistant 
to the X Ray Diagnostic Department, St. Bartholomew's 
Hospital, London. 

New Queen Victoria Cottage Hospital, East Grinstead.—The 
following appointments are announced :— 

ROWNTREE, CECIL, M.B. Lond., F.R.C.S. Eng., Surgeon ; 

ScoTt-Brown, W. G., M.D. Edin., F.R.C.S. Eng., Surgeon 
to the Ear, Nose, and Throat Department ; 

GARDINER-HILL, H., M.D.Camb., F.R.C.P. Lond., Phy- 
sician ; and 

FRANKLIN, JOHN, M.D.Camb., M.R.C.P.Lond.; Derma- 
tologist. 

Contaty? bg Surgeons under the Factory and Workshop Acts: 

. W. A. LocHHEap (Bingley District, York, West Riding) ; 

Dr K. M. McCracken (Kelso District, Roxburgh); Dr. 

A. M. McMaster (Rochdale District, Lancashire): Dr. 

S. L. Smrra (St. Annes-on-the-Sea District, Lancashire) ; 

and Dr. 8S. Wiuson (Rochford District, Essex); Dr. 

* IsoBEL C., ARMSTRONG (Kirkintilloch, Dumbarton); Dr. 
R. D. BRIDGER (Biggleswade, Bedford). 

Medical Referee under the Workmen’s Compensation Act, 
1925: Dr. R. W. Wurticocks, for the Braintree, Brent- 
wood, Chelmsford, Colchester, Clacton and Halstead, 
Harwich and Maldon County Court Districts (Circuit 
No. 33). 
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THE LANCET 


THE PRESENT POSITION OF 
MEDICAL PSYCHOLOGY * 


By R. Macponatp LADELL, M.B. Vict. 


LATE MEDICAL OFFICER, MINISTRY OF PENSIONS NEUROLOGICAL 
CLINIC, BIRMINGHAM, ANID NEUROLOGIST, 
HOLLYMOOR HOSPITAL 


THIRTY years ago when I first read a paper on the 
problem of hysteria and its treatment by hypnotic 
suggestion, I had the feeling that it was scarcely 
respectable to spend time on imaginary ailments, 
or in such an apparently unscientific method of 
treatment. When Freud brought forward his theory 
of a dynamic unconscious and showed that the 
Symptoms of a neurosis were the expression of a 
compromise between two conflicting mental trends 
and that they therefore had a meaning to the patient, 
I felt myself to be on more solid scientific ground. 
I still, however, had the feeling of being on the wrong 
side of the fence, since the acceptance of Freud’s 
theories involved a consideration of the sex instinct 
both in the child and in the adult. One had to 
overcome one’s own resistances before one could 
manage to look upon sex in a perfectly objective 
way, and those who did not succeed in this were 
apt to think of one as nasty-minded. 

Since then the Great War, in providing an outlet 
for primitive hate and aggression, inevitably broke 
down our taboos, and sex expression both in word and 
deed broke through all artificial restramts, and it 
has been found impossible to replace Jack in his 
Box. Sex is universally recognised as one of the 
great driving forces of human nature, and one which 
can legitimately be studied. Then, too, the problem 
of the war neuroses brought medical psychology 
from its mystic cave into the full glare of publicity. 
Psychology became an important part of our national 
defences and could no longer be ignored. It was 
upsetting to those who conceived of illness as 
necessarily due to some ,organic lesion, to find that 


men could be blind, deaf, dumb, or paralysed, 
through purely mental processes; but the fact 


that they could be cured by purely mental processes 
proved that this was so. Materialistic medicine 
which tended to regard illness as something which 
could be studied in terms of somatic changes only, 
has never recovered from the shock. It is now 
realised that whatever the nature of the illness, one 
is not dealing with disease of the mind or the body, 
but that mind and body always interact, so that the 
mentality of the patient affects the and 
symptoms of disease. 


course 


Interaction of Mind and Body 

The discovery of X rays, radium, and light therapy 
has accustomed men’s minds to the idea that matter, 
both organic and inorganic, can be altered by powerful 
agents which are normally unsuspected by our five 
senses. Indeed, under the analysis of the physicist, 
matter itself is seen to be nothing but a balance of 
electric forces and the distinction between organic 
and inorganic is being broken down. One is therefore 
no longer afraid of being regarded as a superstitious 
quack when one suggests that the mind plays a part 
in all disease and even that the mind may initiate 
disease. To do so is not to deny the germ theory 
of disease, but merely to draw attention from the 


*A paper read at the Midland Medical Society on Dec. 18th, 1935. 
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seed to the soil. The study of the endocrine glands 
has revealed to us the profound influence these have 
on the chemistry and metabolism of the body, and 
we know, moreover, that the lever they respond to 
is the emotional situation. 

We are therefore well on the way to understanding 
how worry and anxiety, which mean chronic fear, 
may break down the natural defences of the body 
and provide a suitable breeding-ground for hostile 
micro-organisms, or possibly change the nature 
of the micro-organism itself from benign to hostile. 
What is true of overt fear and anxiety is just as 
true of emotional states which have been repressed 
into the unconscious and since such repressions 
mostly take place in infancy and childhood, it follows 
that the happy child is likely to be a healthy child 
and vice versa. One need not evoke the codipus 
complex in order to explain the delicate child. 
Usually he is the product of fussy parents whose 
anxiety as to health is reflected in a constant series 
of prohibitions which not only rob the youngster 
of its natural spontaneity and joy of life, but fill 
ita mind with fear which finds danger all around. 
We can see the adult product in the health enthusiast 
who is always seeking health but never finding it. 
He believes he is cu.tivating health, but it is illness 
which dominates his mind. Health, as a natural 
state of things, is unknown to him; he believes it 
can only be found by taking thought and running 
after strange doctrines. His anxiety betrays him 
and he falls a ready victim to illness under circum- 
stances which would leave 
immune, 


his care-free neighbour 


Responsibility of the Family Doctor 

This conception of health throws the responsibility 
of the medical profession further and further back. 
The family doctor must see himself as the real medical 
officer of health and not simply a healer. Prevention 
from the beginning should be his aim, and so I 
contend that his training should be directed to that 
end, and that his status in the profession should 
be in the topmost notch. Early in his career the 
student should undergo vocational tests to find out 
if he has the natural abilities for such an onerous 
and distinguished responsibility as general practice. 
If not, he should be allowed to concentrate on one 
of the numerous specialties which are more of the 
nature of pure science, whilst the embryo general 
practitioner should be relieved of much of the exact 
knowledge of technique in examination and treat- 
ment which now crowd his curriculum, leaving the 
field clear for a study of child psychology and sociology 
without which he will find himself ill-equipped. 
To advocate that specialists should be trained from 
the beginning ad-hoe is not to deny my thesis that 
in illness it is the whole individual who must be 
considered and not a part. A woman's aphonia 
may be due to some conflict in her sex or domestic 
life, but if the G.P. discovers it to be due to a growth 
on the vocal cords the actual job of removing it is 
not his business. Similarly there are many other 
procedures in radiology, electrotherapeuties, chemistry 
of the blood and secretions, which it is enough for 
him to know of, without himself being able to carry out, 

Naturally I do not propose to abolish the specialist 
medical psychologist, but his work would be halved 
and the remainder made easier if the family doctor 
had the knowledge required and used his authority 


to procure the right environmental influences for 
the child from the start. There are mothers who 
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should never be allowed to suckle their children, 
since their nervous handling provokes fear at the 
outset. There are the fussy parents who implant 
dread of illness. The ultra-scientific parents whose 
science swallows up their common sense and makes 
life appear a dangerous burden; the authoritative 
whose *“‘do not do this’’ render the child afraid of 
any natural form of activity ; the possessive mother 
who sees in the child something to minister to her 
own ego and never lets it grow away from her. The 
general practitioner should be able to detect and deal 
with all these obvious causes of maladjustment, 
and he should certainly take as his province the 
field of sexology so as to be able to give advice to 
those who are married, those who intend to marry, 
and those who want to get married but cannot. The 
doctor should be consulted, too, on the selection of 
suitable schools and should be able to give his views 
for or against co-education in any given case, 


Problems for the Specialist 


Although by these means it would be possible to 
cut down the supply of ill-adjusted individuals 
from the source, many would still slip through the 
net and, at one stage or another, provide a problem 
for the specialist. Every practitioner should be 
something of a psychologist, but few have the 
knowledge or leisure to deal with a patient on psycho- 
analytic lines. Psycho-analysis is essentially a 
technique for overcoming mental resistances so 
that tendencies and conflicts which have become 
unconscious but which still exert an influence are 
made conscious. Actually the term psycho-analyst 
should be restricted to those who agree to adhere 
strictly to the methods of technique and interpreta- 
tion initiated by Freud. Their numbers are very 
few in this country. The majority of practising 
psychologists whilst realising that Freud’s doctrine 
of a dynamic unconscious with its corollary of 
repressions and resistances must remain the funda- 
mental conception in dealing with neurotics, have 
nevertheless allowed themselves some modification 
of technique and interpretation based on _ their 
experiences in practice. Some of them find Jung’s 
somewhat mystical outlook of real value. Others 
are content with the somewhat rough-and-ready 
“will to power’ psychology of Adler. Some borrow 
freely from all schools and try to preserve an open 
mind. An adequate adjustment of the personality 
ean be secured at different levels and by varying 
methods; but I think if one feels the need of a 
really scientific basis for psychological theory and 
practice one finds it in Freud, though, personally, 
I find the actual Freudian technique too restricted. 
Freud himself, however, does not claim to have 
revealed the whole truth and nothing but the truth, 
and many workers, both at home and abroad, are 
adding to and altering his structure. 

The late Ian Suttie’s book, published after his 
death, on the “ Origins of Love and Hate,” is an 
example of this kind of criticism and shows the 
change which has come over psycho-analytic thought. 
He believes that Freud’s work is dominated too 
much by the idea of the influence of the father, 
owing to Freud’s own unconscious trends, and that 
in attributing so much to the cdipus situation he 
has ignored the earlier need of the child to make 
adjustments to its mother. Since this earlier adjust- 
ment is one of reciprocity, the child needs its mother, 
the mother needs the child, we have here the germs 
of social relationship. Suttie shifts the emphasis 
from sensory gratification as the prime need of life 
to the need of feeling wanted and evoking tenderness. 


In other words, he finds that there is a natural urge 
to social relations before the natural urge to purely 
sensory pleasure. It is interesting to find that 
Suttie’s theory receives confirmation from another 
angle. Gerald Heard, in a recent book ‘“‘ The Source 
of Civilization,” reviews the history of the evolution 
of men in the light of recent research, and concludes 
that the ancestors of man survived and evolved, not, 
as we used to be taught, owing to their superior 
aggressiveness, but to their refusal to specialise in 
defence and by retaining to a high degree sensitive- 
ness and awareness. These latter qualities are what 
make for understanding our fellows, they imply an 
innate sense of at-one-ment with others; and so 
Heard, like Suttie, finds a social instinct at the 
bottom of man’s activities. This changed emphasis 
which is beginning to show in analytic psychology 
does not mean, of course, that the sex life either of 
the child or adult is unimportant, but it regards 
maladjustment in this sphere as evidence of a deeper 
maladjustment to social life. One illustration may 
perhaps make my meaning clear. A man whose wife 
is frigid may become neurotic from that cause, but 
his neurosis is not due to the lack of sensual grati- 
fication which he might get from a more tempera- 
mental partner, but to the sense of guilt engendered 
by the fact that his need to feel at one with her is 
frustrated. There is more in sexual intercourse than 
the satisfaction of an appetite and the use of that 
phrase rather than coitus indicates where the difference 
lies. 


Adjustments to Life 


The psychologist then has to deal with the neurotic, 
and the neurotic person is one who has failed to 
make adequate adjustments to life in one or more 
of three spheres as Adler has pointed out. The three 
spheres are those of economics, sex, and society. 
Economic adjustment does not, of course, mean that 
a man must strive to accumulate riches but that he 
must in some way assume responsibility for his food 
and shelter. Nor does his adjustment to sex imply 
that he must necessarily indulge in heterosexual 
practices. He is at liberty to remain virgin but he 
must be fully aware of his natural sex needs and not 
attempt to repress them by substituting childish 
fantasy. Adjustment to society means that he must 
respect himself as a worth-while individual and be 
willing to coéperate with others. 

The symptoms of a neurotic can usually be 
interpreted as an attempt to achieve by fantasy 
and on a childish level what he is unable to gain in 
reality. One might sum him up by saying that his 
attitude to life is either that of “let’s pretend” or 
“shan’t play.” The main difference between the 
neurotic and the psychotic is that the former is 
aware throughout of some personality defect and 
wishes to be like others. The psychotic, on the 
other hand, has entered so thoroughly into the realm 
of ‘“‘make believe”’ that he has lost touch with 
reality. That some psychoses have an origin in 
organic disease of the brain as in syphilitic lesions or 
are due to toxemia from acute or chronic sepsis is, 
of course, undeniable, but in many cases there is a 
borderline where the neurotic imperceptibly merges 
into the psychotic. Schizophrenia or dementia 
precox I believe to be a case in point. There isa 
progessive withdrawal of interest from people and 
from things which leads as we all know to absolute 
dementia. Yet there is an early stage of emotional 
unbalance where contact with reality is still complete 
and the patient is able to justify himself. We 
have been too apt in the past to think of the disease 
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in terms of its final results and consequently to 
believe that once the diagnosis is made there is 
nothing to be done but to tuck the patient away 
out of sight to await the appointed end. This 
attitude I believe to be too pessimistic. Early cases 
with which I have been associated have proved 
to have underlying mental conflicts similar to 
the neurotic, and I believe equally amenable to 
psychotherapy. 

Unfortunately the early schizophrenic is impatient 
with all discipline and convention, and so creates 
disturbances which make it impossible to keep him 
in his home or to board him out with ordinary people. 
Sooner or later his conduct is considered so scandalous 
that he is hastily interned and, once he feels his 
freedom curtailed, he appears to give up the struggle 
and withdraw within himself more and more; thus 
following what has beer believed to be his destiny. 
To me there is nothing more pathetic than to come 
across these border cases. They seem as if they 
were swept on by a rushing current, but seeking all 
the time for something to cling to which might save 
them. One gets a grip and the boy’s relief and 
gratitude is obvious; then comes a relapse which 
possibly, in an appropriate environment, could be 
dealt with—and the current sweeps him on to be 
lost in the whirlpool. I ask myself whether it is not 
possible to provide the environment for these often 
brilliant youngsters which would enable the psycho- 
logist to keep in close touch with them whilst aliow- 
ing them freedom for self-expression. The kind of 
thing I have in mind would be an open-air colony—a 
sort of perpetual camp where each could have his 
own hut and yet the opportunity to share in a com- 
munal life with the minimum of discipline and 
routine. With such an environment I believe the 
psychologist’s work need not be in vain, and that 
many of these troubled souls could be won back to 
peace and usefulness. 


Prevalence of Neurotic Illness 


From what I have said of the need for the individual 
to make his adaptations to life it is easy to under- 
stand the prevalence of neurotic illness. Society 
grows increasingly complex. There is nothing left 
of the easy going laissez-faire of Victorian days. 
Science continually springs new marvels on us, 
man’s power of control over natural forces grows 
day by day—yet there seems no meaning or purpose 
in anything. God seems no longer in his Heaven 
and all right with the world as Browning was able 
to believe. Everywhere there is questioning and 
seeking. In such a world it is very hard to retain 
the sense of security which should be the foundation 
on which to build life. Economic and social adjust- 
ments are equally difficult in this age of machinery 
and specialisation. The individual either feels himself 
to be a mere cog in the vast machine—or, worse still, 
he finds himself unwanted and on the scrap heap 
before he has settled down to his task. Sexual 
difficulties are increased by the fact that economic 
pressure tends to make marriage impossible in early 
youth—and nowhere is there an adequate outlet 
for the tremendous creative urge without which man 
would be no better than a brute. 

Society is waking up to the fact that it is manu- 
facturing misfits and a real attempt is being made 
to deal with the situation. Nursery schools and child 
guidance clinics are doing splendid work in providing 
the infant with the right environment and in readjust - 
ment. Psychology has found its way into the class- 
room and schools are being run on sounder lines. 
The juvenile criminal, too, is being given his chance 
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and his need for treatment and not punishment is 
recognised. All these are hopeful signs that society 
does recognise its responsibilities—but the need for 
such institutions is still far greater than the supply. 
It is splendid that so much is being done, and by 
providing for the children society is starting at the 
right end. The picture is not so good when we 
look to see what is being done for the adult neurotic 
who cannot possibly afford to pay for his treatment. 
I doubt whether there is even in the psychological 
clinic established in connexion with the Birmingham 
hospitals sufficient staff to permit of enough time 
being devoted to each case to bring about the necessary 
rapport between physician and patient. As far as 
I know the Tavistock Clinic in London is the only 
one which provides adequate facilities for psycho- 
therapy on analytic lines and at the same time gives 
training to medical men in psychological methods. 
The need for the extension of such clinics is obvious. 
Neurotic illness accounts for a very large proportion 
of disability under the Health Insurance Act, but 
both facilities for treatment and trained psychologists 
are lacking. Both must be provided in the near 
future. 

Psychology deals with human nature, but it is 
human nature trying to adapt itself to a certain 
social environment. It may be we are making the 
task too difficult. Looking around the world as it is 
to-day, we seem to be in a nursery of quarrelsome 
children. Can we wonder at the psychotic who takes 
one look at us and then retires into a world of his 
own rather than choosing to play a part in this? 
I believe that coéperation is a more integral part of 
human nature than aggression, which is the quality 
our civilisation has developed most. I believe that 
in the future the psychologist will be asked to take 
a leading part in planning a social order in which 
coéperation will be the keynote. Only then, I 
believe, will the problem of the neurotic be solved. 





INCOME-TAX IN GENERAL PRACTICE 

THE Paddington Medical Society were addressed 
by Mr. G. G. Turner on Jan. 14th on the subject of 
income-tax in general practice. He said that the 
taxation of a doctor’s income differs from that of 
any other citizen only in the peculiar but confusing 
fact that practice is conducted from a private residence. 
The chief difficulty is to decide the proportion of 
personal to business expenditure, though here also 
it is only a matter of correctly applying the broad 
principles of the law. In dealing with income as 
opposed to expenditure the position is clearer. All 
profits, including the fees received from societies, 
panel, and public appointments, are assessed under 
the ordinary Schedule D “ trades and professions,” 
with which the practitioner is mainly concerned. 
If, however, he receives a salary for a whole-time 
work, he is taxed under the Schedule E relating 
to salaries. The doctor is entitled to select the 
closing date of his annual accounts, but he is taxed 
for his financial year ending before April 5th. If 
the basis of his assessment is the “ cash system ”’ 
the assessment is made only on the income received 
and expenses paid during the year, excluding all 
unpaid debts or credits. The better method, Mr. 
Turner insisted, is the ** earnings system ”’ in which all 
amounts earned and expenses incurred during the 
year are assessed whether there was actual payment 
or not; an adjustment is made for unpaid bills in 
the following year. A record of accounts is not 
compulsory, but it is strongly recommended that 
one should be kept to control the assessment, for 
all expenses due to the practice itself are exempt 
from taxation. Some doctors do not realise that 
among the deductions allowed from the gross profit 
are subscriptions to recognised societies and charities, 











178 THE LANCET] 


the fees, cost, and board of a locum tenens or assistant 
for sickness or holiday relief, the salaries of servants 
employed solely for the practice; the maintenance 
of equipment and repairs, decorations, and literature 
for the waiting-room and surgery ; and the cost of pro- 
fessional literature. Insurance premiums can be 
deducted only if sick benefits are declared as income. 

Expenses due both to practice and to private life 
are assessed in the proportions in which they apply 
to each ; for example, the rent of the house, allowance 
being made if the practice is in an expensive locality 
or if the best room in the house has to be used for a 
surgery. Repairs, decorations, and depreciation 
have to be apportioned, also running expenses, 
cost of renewal and wear and tear of cars and electrical 
apparatus, and the wages of servants. In conclusion, 
Mr. Turner emphasised the desirability in the practi- 
tioner’s own interest, of keeping detailed accounts 
and of consulting an expert accountant. 

UNDESIRABLE, BUT WANTED 

Ir any of our readers receive a call from a man 
who gives his name as Captain MacDonald or Captain 
MacDouall, and who answers to the police description 
which follows, the visitor should be detained under 
some pretext until the police, who desire to hear 
about him, can be communicated with. The descrip- 
tion furnished to us of “‘the captain” is detailed 
He appears to be a little over 60 and stands 5 ft. 8 in. 
He is white-haired, baldish, and has a white waxed 
military moustache. He is of military bearing, 
has a ruddy complexion, officially described -as 
* bloated,’’ and when last seen was wearing a dark 
overcoat, a bowler hat, a bow tie, and spats. He 
speaks plausibly and may allude to having been at 
an old public school. He has obtained money from 
medical practitioners by claiming acquaintance with 
them or with a common friend, naming the friend, 
such conversations having led to loans. A coup of 
this sort he brought off in Harley-street on Dec. 17th 
last, in a distinctly ingenious way. ‘“ Captain 
MacDonald ” is now wanted by the C.I. Departments 
of Marylebone-lane (Welbeck 2824) and Bow-street 
(Temple Bar 6400) police stations. 

GUIDE TO LECTURES 

Messrs. H. K. Lewis and Co., Ltd., are issuing with the 
bi-monthly list of books added to their lending library 
a list of lectures on medical, scientific, and technical 
subjects to be given in London during the same 
period. They believe, and we think rightly, that 
such a list may be of use to their subscribers. The 
lectures enumerated are given in the schools of 
London University and other places which are open 
to interested persons, and the list illustrates the 
wide range of first-hand information available to 
the inquiring mind. Suggestions for making the 
list more complete may be addressed to the com- 
piler, Guide to Lectures, c/o Messrs. H. K. Lewis and 
Co., Ltd., 136, Gower-street, London, W.C.1. 
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For further information refer to the advertisement columns 


Aberdeen City District Mental Hospital.—Jun. Asst. M.O. 

Aldrich-Blake Memorial Trust, 8, Hunter-street, W.C 
ship. 200 guineas. 

Ayr Royal Burgh.—M.O.H. £800. 

Barry Surgical Hospital.—Res. Surg. O. 

Bedford County Hospital.—Second H.8S. At rate of £150. 

Birmingham and Midland Eye Hospital.—Res. Surg. O. 

Birmingham, Romsley Hill Sanatorium,—Res. Asst. M.O. £240. 

Svea. Selly Oak Hospital.—Jun. M.O.’s. Each at rate 
oO 

Blackburn, Brockhall Fugiution for Mental Defectives, Langho.— 

Jun. Asst. M.O. £5 

Bootle General Hospital. On. P., 
at rate of £150. 

Bristol Royal Infirmary.—H.P.’s, H.S.’s, &c. Each at rate of 
£8( Also Sen. Obstet. Surg. At rate of £100. 

c a Surrey, Queen Mary’s Hospital for Children.—Asst. 

d £250. 

Charing Cross Hospital, W.C.—Hon. Anesthet 

Chelsea Hospital for W omen, Arthur-street, S. Ww. —Bathlogist. £40. 

Chester Royal Infirmary.—H.P. and H.S. Each £ 

City of London on for Diseases of the ‘ieart aa Lungs, 
Victoria Park, E.—H.P. At rate of £100. 

Colindale Hospital, € ‘olindale, N.W.—Asst. M.O. 

County Hall, Westminster Bridge, S.E.—Asst. M.O. 


£300. 
.—Scholar- 


£350. 


£200. 


two H.S.’s. AlsoCas.O. Each 


£350. 
£600. 
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At rate of £125, 
Asst. M.O. £350. 


Coventry and Warwickshire Hospital.—H.8. 

Croydon Mental Hospital, Upper Warlingham.- 

Dorset County Council.-—Asst. County M.O. £500. Education 
Committee : Asst. Dental Officer. £450. 

Eastern Fever Hospital, Homerton-grove, E.—Asst. M.O. £250. 

East Ham Memorial Hospital, Shrewsbury-road, E.—H.P. At 
rate of £150, 

Elizabeth Garrett Anderson Hospital, 
Radiologist. £100. 

Evelina Hospital for Sick Children, 
Surgeon. 50 guineas. 

Glasgow U niversity.—Harry Stewart Hutchison Prize. 

Gloucestershire Royal Infirmary, dc.—H.S. 

Grimsby and District Hospital.—Sen. H.S. 
H.S. and H.P. Each £150. 

Grocers’ Company, Grocers’ Hall, 
£300. 


Euston-road, N.IW.—Asst. 


Southwark, S.E.—Dental 
£50, 

At rate of £150. 
£200. Also Jun. 


E.C.—Scholarships. Each 


Hampstead General and N.W. London Hospital, Haverstock Hill, 
N.I H.P. At rate of £100. 
Also 
rate of £150. 


H.S. 
Leicester City General Hospital.—Two Res. M.O.’s. Each £300, 
Liverpool and District Hospital for Diseases of Heart.—H.P. 
At rate of £100. 
Liverpool Sanatorium, Delamere Forest, Frodsham.—Med. 
, £200. 
. Group Laboratory, Archway Hospital, 
" Asst. Pathologist. £650. 
London County Council.—Asst. for Mental Hospital. 
Each £470. 
London Hospital, E.—Hon. Asst. Surgeon. 
London School "of Clinical Medicine, Dreadnought Hospital, 
Greenwich, S.E.—Jun. Pathologist. £400. 
Maidstone, Kent County Ophthalmic and Aural Hospital.- 
H.S. to Ear, Nose, and Throat Dept. At rate of £200. 
Manchester, Ancoats Hospital.—Two H.S.’s. Each at rate of 
£100. Also Med. Reg. £50. 
Manchester Ear Hospital, "Ghobtener-emunse, H.8. 
At rate of £150. 
Manchesier Royal Infirmary.- 
rate of £50. 
Middlesbrough County Borough.—Deputy M.O.H. 
Middlesex County Council.—Asst. M.O. £600. 
a ose, Hospital for Sick Children.—Res. Surg. O. 
0 
Newcastle-upon-T yne, 
te 2150. 
Oldham, Boundary J ark Municipal Hospital.- 
At rate of £2 
Oswestry, Robert ot and Agnes Hunt Orthopedic Hospital.— 
5. At rate of £200. 
Paddington Metropolitan Borough.- 
per attendance. 
Papworth Village Settlement, Surgical Unit.—H.S. £200. 
Pinewood Sanatorium, Wokingham, Berks.—Asst. M.O. £250. 
Plymouth City.—Deputy M.O.H. £750 
Plymouth, Mount Gold Orthopadic and Tuberculosis Hospital.— 
Asst. Res. M.O. £350. 
Portsmouth Royal Hospital.—H.S. At rate of £130. 
Preston, Biddulph Grange Orthopaedic Hospital.—Sen. H.S. At 
rate of £250. 
Princess Louise Kensington Hospital for Children, St. Quintin- 
avenue, W.—H.P. At rate of £100. 
Royal Eye Hospital, St. George’s-circus, Southwark, S.E.—Hon. 
sst. Surgeon. 
Royal Masonic Hospital, Ravenscourt Park, W.—Surgeon 
St. John’s Hospital, Lewisham, S.h.—Res. H.P. At rate of £100. 
Salford Royal Hospital.—Orthopeedic Reg. £100. 
Salisbury General Infirmary.—H.8. At rate of £125. 
Smethwick, St. Chad’s Hospital.—Res. Obstet. Officer. £350. 
Somerset and Bath Mental Hospital, Cotford, near Taunton.- 
Sen. Asst. M.O. £650. 
Southend-on-Sea General Hospital.—Cas. O. 
Stirling District Mental Hospital, Larbert.—-Jun. Asst. M.O, £300. 
Stoke-on-Trent. Stanfield Sanatorium.—Res. M.O. £250. 
West End Hospital for Nervous Diseases, 7 73, Ww elbeck- street, Ww. 
Two Res. H.P.’s. Each £125. 

Westminster Hospital, Broad Sanctuary, S.W.—Asst. Obstet. 
Surgeon. Also House Anzsthetist. At rate of £100. 
Worcester County Council.—County Analyst and Bacteriologist. 

£800. 
Ww orcester Royal Infirmary.—H.8. and H.P. 

£160. 
Chief Inspector of Factories announces vacancies for 
Certifying Factory Surgeons at North Walsham (Norfolk), 
Bangor (Caernarvon), and Ruthin (Denbigh). 


Corrigendum.—In the L.C.C. advertisement for Assistant 
Medical Officers which appeared in our advertisement 
columns of Jan. 11th (p. 48) the allowance of £60 to holders 
of D.P.M. should have been given as £50. The advertise- 
ment, as amended, is repeated in our present issue.! 


Hertford County Hospital.—Sen. £200. H.P. At 


Supt. 
Archway-road, N .— 
M.O.’s 


All Saints’.— 


H.S. to Orthopedic Dept. At 


£450. 


Royal Victoria Infirmary.—Jun. Surg. 


Res. Asst. M.O. 


Visiting M.O. 1% guineas 


At rate of £100. 


Each at rate of 
The 


ASSOCIATION OF INDUSTRIAL MEDICAL OFFICERS.— 
The second meeting of this association will be held in 
the London School of Hygiene and Tropical Medicine, 
Keppel-street, W.C., on Friday, Jan. 24th, at 5.15 P.Mm., 
and on Saturday at 10 a.m. Discussions will be opened 
on physical standards in industry by Air Vice-Marshal 
Sir David Munro, secretary of the Industrial Health 
Research Board, and on the relation between the industrial 
medical officer and the general practitioner by Dr. T. O. 
Garland, medical officer of Carreras, Limited. The hon. 
secretary of the association is Dr. Donald Stewart, I.C.1. 
Metals, Ltd., Kynoch Works, Witton, Birmingham 6. 











